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We have heard much of “meddlesome midwifery” and its 
many consequent evils and timely advice is being constantly of- 
fered on this subject in our medical journals, but “meddlesome 
surgery” and its many victims has escaped the notice of our 
medical scribes. 

This, however, is easily accounted for, as the “meddlesome 
surgeon” has been long masquerading under the time-honored 
title “conservative,” and as such has claimed immunity from 
criticism. 

As in meddlesome midwifery the victims of these meddle- 
some operations are for the most part women, as no region of 
the anatomy offers so alluring a field for experimental surgery 
as the female pelvis. If the gall-bladder contains forty stones of 
various sizes there is no conservative operation possible; the 
stones must be removed. If the appendix is enlarged with an 
accumulation of pus there is no room for the experimental sur- 
geon; it must be removed. Not so with the uterus and its so- 
called appendages—it can be “hung up” in many different ways: 
it can be scraped, dilated and cauterized, split and sewed. The 
ovaries and oviducts are equally fertile for the production of 
conservative operations. 

Very lately I read an account of several cases where the 
operator reported that he had removed a portion of each ovary 
about the size of a large pea and broken up dense adhesions. 
He omitted to state the pathological condition calling for the re- 
moval of such large pieces of ovary! 

The great fallacy of “breaking up adhesions,” in other words, 
scattering the infection, comes also under this heading, usually. 
A large number of the hysterectomies done in my surgical clinic 
at the Mary Thompson Hospital are made necessary by this and 
other meddlesome operations previously performed on the pa- 
tient. If this “breaking up” is done per vaginam the results are 
not so serious, but, unfortunately, in nearly all the cases I have 
seen the abdomen had been opened, leaving uterus, ovaries, ovi- 
ducts and the pelvic loops of intestines in a solid mass. 

One patient, 26 years old, had been curretted three times. 
After two years of married life she consulted a surgeon for a 
remedy for sterility. He slit the cervix and curretted. After 
this she began to have severe dysmenorrhea and consulted an- 
other surgeon for relief from her pain. He informed her that the 
first operation had been a niistake, that the edges of the split 
cervix were raw and eroded. So he curretted and sewed up the 
divided cervix. The dysmenorrhea after this operation increast 
in severity, and after trying all sorts of patent medicines and 
spending months in a sanitarium she was induced by still an- 
other surgeon to undergo a third curretting with a dilatation this 
time, as he said the last surgeon had sewed up the os too tight 
and that this was the cause of her dysmenorrhea! When she 
fell into my hands she was suffering so intensely at the men- 
strual periods that it required half grain doses of morphine to 
allay her pain. I found the uterus as hard as a rock and fixt 
in dense adhesions. This patient had been perfectly well be- 
fore the first curetting. ; 

It seems to me that the time has come to expunge this word 
conservative entirely from our surgical nomenclature. The con- 
servative operation is the one which is indicated by the pathology 
and which holds out to the patient the greatest hope of recov- 
ery. But the word has been appropriated by the surgical tinker- 
ers, and as used by them is a great injustice to those who have 
not entered this field. A conscientious surgeon may err in judg- 
ment, but that does not make his operation non-conservative. If 
an operation is indicated by the pathology, and not by the size 
of the patient’s bank account, it is the legitimate operation and 
cannot be classt as conservative or non-conservative; it is sim- 
ply surgical. 

There is another sense in which the word conservative has 
been equally abused. It has been made to stand for the preser- 
vation of organs normal or diseased, and under the banner of 
conservatism many a woman has worn out her life in hopeless 
invalidism when she could have been made a useful member 
of society and a comfort to her family by the removal of organs 
which were absolutely useless to her. Any surgeon who will 


remove organs not hopelessly diseased is unworthy the title, and 
on the other hand a surgeon who condemns a woman to life-long 
invalidism, flattering himself, forsooth, that he is thereby sus- 
taining his reputation for conservatism, is equally unworthy the 
title of surgeon. 

There is another aspect from which we must view this sub- 
ject, and it may be that after all the meddlesome surgeon is to 
a certain extent a legitimate product; he has come partly in an- 
swer to a demand of the laity. The really brilliant successes of 
modern surgery in its legitimate field has produced in the laity 
a species of surgical mania. They hear of friends and acquaint- 
ances being made well after years of suffering by means of an 
operation and illogically conclude that all aches and pains should 
be amenable to the knife. 

Lest any one may think that either of my points are over- 
drawn I beg to report a case which lately came under my no- 
tice. A young woman had been under my care a short time. 
She had a retro-extended myometritic uterus. The right ovary 
was slightly enlarged and prolapst, but freely movable. The 
mother appeared with her daughter one day and wanted to know 
if there was not some operation which I could perform which 
would hasten her recovery. (The patient had been given eight 
treatments.) She said: “You have recently operated upon a 
friend of ours who has been under treatment for years, and we 
don’t want our daughter to take treatment year after year and 
then be operated upon at last.” I could not tell them that I had 
removed a large myoma from the friend they mentioned. I as- 
sured the mother that I would be delighted to operate upon her 
daughter if there was any operation indicated, but I knew of 
none which would in any way benefit her. The daughter admit- 
ted that she was better at the last menstrual period, but this did 
not satisfy the mother, who askt me to consult with a surgeon 
she mentioned who was a friend of the family. I consented to 
do so. After a hastey examination he announced that the case 
was a surgical one, that there was no chance of her getting bet- 
ter under treatment. Notwithstanding the patient repeated her 
statement several times to him that she was much better since 
the treatments he insisted that operative procedures were nec- 
essary. When I askt him what operation he considered indi- 
cated he made the following proposition: he would curette; would 
shorten the round ligaments, break up “adhesions” and make a 
new opening for the right tube! We had agreed in the diagnosis 
with the exception.of the adhesions; as the uterus was freely 
movable and the right ovary easily palpable, I failed to see any 
basis for a diagnosis of adhesions. I could see that his opinion 
was entirely satisfactory to.-the mother and I was not surprised 
to hear shortly afterwards that the patient was in a hospital, 
having undergone some operation by this surgeon. 

If such cases are surgical then there is no such thing as 
“medical gynecology,” and the gynecologist would do well to 
leave his office and repair to the hospital where the curette, dila- 
tor and knife are always at hand. 

These meddlesome operations are done not only on cases 
which need no operation whatever but where the pathological 
conditions call for entirely different surgical procedures. A case 
was sent into my ward with a temperature of 104°, pulse 140. 
The physician who had been in attendance telephoned me that 
he had done the best he could with the case. He was called in 
on account of a sudden hemorrhage. He believed that the pa- 
tient had had a miscarriage and curetted, but as the temperature 
and pulse increast alarmingly he hurried her into the hospital. 
We found a case of ruptured ectopic pregnancy; an immediate 
operation, fortunately, saved her life. 

A short time ago a young woman was sent to the hospital 
from another state for a curetting on account of a long-continued 
flow at the last menstruation. I found a double pyosalpinx. 
Nor are these isolated cases. If space permitted I could give nu- 
merous instances of patients demanding operative procedures 
which were entirely unnecessary, and the cases upon which are 
constantly being performed useless and harmful operations are 
too numerous to mention. 

A fact which should condemn such work beyond question is 
that it is not done by our masters in gynecological surgery. This 
statement can be easily substantiated by a few months’ attend- 
ance on the large clinics of these surgeons. 

What, then, shall be done with cases which are not subjects 
for a rational operation? Give them rational treatment. The 
hot douche, the medicated vaginal tamponade, electricity, con- 
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stitutional treatment (as drainage), the daily shower bath, mas- 
sage and rest in some cases; in others, physical culture will do 
more to correct inflammations of the pelvic organs with attend- 
ing uterine displacements than all the curettings, hanging of 
uteri and fancy work done on the ovaries, oviducts and round 
ligaments since these long-suffering organs were discovered by 
the “conservative” surgeons. 


HYDROCELE; INTRACRANIAL INFECTION; INCIPIENT 
TUBERCULAR COXITIS; TUBERCULOSIS OF THE 
LEFT HIP JOINT; RECURRENT CARCINOMA OF 
THE BREAST; STRANGULATED UMBIL- 

ICAL HERNIA.* 


BY N. SENN, M. D., PH. D., LL. D., CHICAGO, ILL. 


Professor of Surgery and Clinical Surgery, Rush Medical College. Attending 
Surgeon to the Presbyterian and St. Joseph’s Hospitals, etc., etc. 


HYDROCELE. 

This was a case of large hydrocele on the right side, the pa- 
tient having been operated upon a week ago, and was shown 
to you at the last clinic, when it became necessary to tap a hy- 
drocele of smaller size on the opposite side. It was treated by 
tapping and the injection of pure carbolic acid in equal propor- 
tions with alcohol. I shall remove to-day the iodoform gauze 
tampon, for the first time, and shall be able to show you the con- 
dition of the intima lining the tunica vaginalis, which has been 
converted, since the time the operation was performed, into a 
granulating surface. I show you in the bottom of the wound 
the testicle, and each side of the tunica vaginalis in a granulat- 
ing condition. I am confident that the entire serous sac has 
been transformed into a granulating surface, something that we 
anticipated by inserting an iodoform gauze tampon and keeping 
it in place for at least one week, transforming the serous surface 
into a granulating surface. There is no question as to the 
speedy and permanent obliteration of the sac of the hydrocele on 
the right side by relying upon the presence of a foreign aseptic 
substance in stimulating the regenerative power of the endo- 
thelial cells. As I have said, on the left side I performed tap- 
ping and injected at the last clinic equal parts of carbolic acid 
and alcohol to the amount of about half a dram, which was 
brought in contact with the entire serous surface by massaging 
the swelling, eventually evacuating the surplus of carboliec acid 
thru the canula of the trocar for the purpose of preventing dan- 
gerous symptoms of intoxication. I would call your attention 
to the danger of injecting pure carbolic acid into serous cavities 
under such circumstances. I recall one case in which a very 
minimal amount proved fatal, and hence we have become more 
and more cautious in retaining pure carbolic acid in a serous 
cavity for the purpose of exciting or stimulating the regenerative 
process. 

I notice now, forty-eight hours after the operation of tap- 
ping, an increase in size of the swelling of about the same di- 
mensions that I found at the time the tapping was done, but 
firmer; hence we have reason to believe that the tunica vaginalis 
is now in a state of satisfactory regeneration intended to obliter- 
ate the cavity completely in the future. The wound will now be 
dresst in the usual way, dispensing with further drainage, by 
simply applying an absorbent antiseptic dressing. 

INTRACRANIAL INFECTION. 

I have a very interesting case to show you now, one you 
have seen repeatedly for the last six months. It is a case of in- 
tracranial infection that had its origin in the middle ear, for 
which trephining of the skull was performed, with the result 
that, owing to our inability to establish absolute asepticity with- 
in the skull, a cerebral hernia developt which has remained per- 
sistent. Only very recently the right humerus fractured spon- 
taneously at about the middle, and there is no difficulty in demon- 
strating it. I was particularly anxious, when I performed this 
operation on the skull some six or eight months ago, to impress 
upon you the fact that the intracranial infection was complicated 
by serious disease of the cranial bones. I could indent the 
eranial bones over a considerable area, showing that the original 
disease had something to do with the osseous structures of the 
cranium. This condition has become very clear now since spon- 
taneous fracture has occurred at some distance from the original 
focus of infection. We have to deal with a spontaneous patho- 
logic fracture involving the shaft of the humerus near its middle. 
Whether this is due to some general contamination of the sys- 
tem, or whether it is the result of an embolic process that had 
its origin in the intracranial infection, is very difficult indeed 
to explain. The fact, however, remains that we have to deal 


*Stenographic report of a Surgical Clinic taken for this special edition of 
THE JOURNAL. 


with a fracture involving the shaft of the humerus near its mid- 
dle of the right side, with very little active manifestations of this 
complication, and all we are going to do now is simply to im- 
mobolize the humerus with ordinary splints for the purpose of 
securing for the seat of the pathologic injury a condition of rest. 
Of course, I consider this case absolutely hopeless, owing to the 
extent and the location of the intracranial infection. It is a 
very interesting question whether or not this peripheral manifes- 
tation of the joint infection is the result of a general contamina- 
tion of the system, or whether it has followed an embolic proc- 
ess, which is more likely to be the case, that had its origin in 
the intracranial lesion. 

I find on further examination that the same condition has 
occurred at a point corresponding to the level of the trochanter 
minor on the right side. There is a spontaneous fracture here. 
We are therefore warranted in assuming a general infection for 
these distal manifestations of the original disease. This was 
only noticed this morning; the other fracture was observed two 
days ago. When I operated on the skull I found it extremely 
fragile, and, as I have previously remarkt, I could indent it over 
a considerable area. The same cause or causes which produced 
the fragility of the osseous structures of the skull are responsible 
for these peripheral fractures, involving, as they do now, the 
right humerus and the right femur. 


INCIPIENT TUBERCULAR COXITIS. 


This case was in the clinic some time ago with incipient 
tubercular coxitis. By weight and pulley we brought the limb 
into what we considered a useful position; that is, by this me- 
chanical measure we overcame the contracture which was very 
apparent at the time the child was admitted. We intended to 
procure rest for the joint and to maintain a useful position of the 
limb by applying a permanent fixation dressing made of plaster- 
of-paris, including the pelvis and the affected limb down to the 
knee, which was done. The child came back to the hospital a 
few days ago with the limb below the knee joint enormously 
swollen. It was very proper that the child should have been 
returned at that time, because this edema was the direct result 
of harmful circular compression exerted by the dressing at the 
point between the knee and the hip joint. However, a few days 
of rest in bed has corrected this distal swelling, and all that re- 
mains to be done is for the assistant to apply a flannel bandage 
from the base of the toes up to the knee, and the child will be 
able to walk about with the aid of crutches on the elevated sole 
on the opposite side, the so-called ““Hodgen’s shoe.” I am very 
glad to know that it has not been necessary to remove the dress- 
ing, but simply by splitting it on the outer aspect the harmful 
pressure has been relieved, and future swelling of the limb on 
the distal side below the knee will be prevented by systmatic, 
circular, elastic construction exerted by means of the ordinary 
flannel roller. 

TUBERCULOSIS OF THE LEFT HIP JOINT. 

This patient was operated on some time ago in this clinic 
for an old infection involving the left hip joint of a tubercular 
character, simulating in every respect, clinically and otherwise, 
an affection involving the opposite hip joint some years ago, for 
which an atypical resection was made, with most excellent re- 
sults. When I took charge of the surgical clinic, I found the pa- 
tient in the hospital with a markt swelling at the base of the 
thigh, which indicated the existence of a deep-seated, suppurat- 
ing focus. An incision had been made previously by my col- 
league, Professor Graham, down to the hip joint, and probably 
an atypical resection was performed. However, there was re- 
tention of secretions manifested by the persistent edema, involv- 
ing the base of the thigh, and an elevated temperature. I en- 
larged the opening thru the operation-wound in order to gain 
access to the partially resected joint, and had no difficulty in 
connecting the suppurating cavity in that particular locality with 
a large, para-articular abscess involving the anterior aspect of 
the hip joint, which was opened and thru drainage establisht at 
a point corresponding to the internal border of the sartorius 
muscle. I improved the opportunity to give the patient the bene- 
fit of Phelps’s treatment; that is, after I opened the diseased 
joint freely, I resorted to thoro curettage, then brusht the scraped 
surfaces with pure carbolic acid, neutralized the effect of this 
cauterizing agent by the application of pure alcohol, and estab- 
lisht thru drainage. The patient has been very much improved 
since the operation, and we have reason to believe now that in 
consequence of this thru drainage and thoro disinfection of the 
old suppurating focus she will make a rapid recovery. 

RECURRENT CARCINOMA OF THE BREAST. 


This patient was operated on by Professor Graham, during 
my absence from the city, for malignant disease of the breast, 
amputation having been performed, leaving an ulcerated surface, 
for which we intended to resort to ordinary skin grafting. It is 
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plain that the margins of the skin have become involved by the 
relapsing carcinoma. Professor Graham excised these parts of 
the skin and resorted to skin grafting, covering this large opera- 
tion wound. Some of the grafts have formed adhesions, but only 
a few of them have taken, with a small granulating surface 
here and there remaining, which will have to heal by the ordi- 
nary process of granulation and cicatrization. There is a large 
eavity near the axillary space that still remains, and consti- 
tutes at the present time an ominous condition, involving the 
site of the first operation. It leads us almost to the conclusion 
that the part of the axillary space that has not healed has be- 
come the seat of very early recurrence. If this does not heal in 
the course of time, we shall be obliged to enlarge the tract, ex- 
cise, and remove otherwise suspicious tissue that maintains this 
abnormal abscess cavity in the axillary space. This large wound 
has been nearly paved with skin grafts, with only small margins 
remaining here and there, and will heal very promptly by granu- 
lation and epidermization. 
STRANGULATED UMBILICAL HERNIA. 


Here is a case of strangulated umbilical hernia that has 
found its way into the clinic this afternoon. The hernia became 
strangulated last Sunday. Two attempts were made to reduce 
strangulation by taxis, but these were futile. The patient has 
had no movement of the bowels since, and she has been vomit- 
ing. We have here a large tense swelling in the umbilical 
region, with a suspicious edema. I shall not make any strong 
attempt at taxis, for the reason that there would be considerable 
risk of rupturing the inflamed paretic, perchance gangrenous, 
loop of intestine. The patient’s pulse is small. The only chance 
is to perform the necessary operation to relieve the obstruction. 
The patient will now be anesthetized, and as soon as she is un- 
der the influence of ether we shall resort to an operation for the 
relief of the strangulation. 

In a case of strangulated umbilical hernia we do not know 
what will happen at the operating table. There are conditions 
in this case which suggest gangrene of the intestine, and if this 
be the case a fatal termination is almost certain to ensue, either 
on the operating table or soon afterward. We have become ex- 
tremely cautious not to carry taxis too far in the reduction of 
strangulated hernia. It has become the rule that, if one or two 
gentle efforts at taxis fail, when the patient is under the influence 
of an anesthetic, we should lose no time in resorting to the nec- 
essary operation for the relief of the strangulation. 

I will not make, as is usually done, an incision directly over 
the hernia, but in exactly the same manner as we would make it 
if we were called upon to do a radical operation for umbilical 
hernia uncomplicated by strangulation, that is, I will include all 
of the superficial and subcutaneous adipose tissues in two curved 
incisions, and you will at once see the great advantage in doing so 
when I come to open the hernial sac, I carry the incision, as you 
see, at least two inches on one side of the umbilicus; I now make 
a similar incision on the opposite side, so as to excise a large 
ellipse of superfluous skin. If we find the intestines in a con- 
dition warranting their reduction, we shall at once proceed, after 
the strangulated intestine has been reduced, to close the umbili- 
cal opening. By making an incision directly over the hernial 
sac, we always endanger the tissues that are so much attenuated, 
lying in the line of incision. The hernial sac being inflated, in 
consequence of this strangulation, we have to be very cautious to 
prevent injury of the contents of the hernial sac, and therefore 
we will proceed carefully in opening the sac. We shall probably 
find much of the hernial contents to be composed of omentum. 
I have now the opportunity of opening the hernial sac at a safe 
point on the side in preference to immediately in the median 
line. The first thing I find in opening the sac is, of course, as I 
expected, the omentum. I enlarge the opening in the sac, us- 
ing my finger in protecting the hernial contents, making an in- 
cision thru the sac upon my index finger. I prefer to do this 
instead of using a grooved director. I pass my finger around in 
the direction you see to the opposite side, and at once widely open 
the sac. We shall thus be able to ascertain the exact condi- 
tion of the hernial contents. The opening is large enough for 
me to insert two fingers. I am now in the median line. There 
is no possibility of doing any damage to the contents of the her- 
nia. I pass my finger on the opposite side, and now I get a 
glimpse of the intestine. The odor is very suspicious, and the 
appearance of the bowel is ominous; that is, I find a grayish dis- 
coloration, which so generally suggests the existence of gan- 
grene. I shall therefore expose the hernial contents freely. The 
omentum at this point is adherent. I will separate some of the 
adhesions, which will enable me to reflect the omentum suffici- 
ently to give the intestine a careful examination. I have reacht 
the hernial opening; I put my finger in the abdomen, and I incise 
the peritoneum over my finger. We have, of course, in the 
event of gangrene, to bring the healthy intestine forward, after 


releasing the strangulation. The strangulation here has been 
caused by a sharp ring, which I have already enlarged by incision 
and dilatation. I am anxious to bring all of the hernial con- 
tents forward into the wound for a moment or two. I shall ex- 
cise this constricted ring. (Flushing with physiological solution 
of salt was kept up constantly.) 

We will now pack off the open part of the peritoneal cavity. 
There is a little pus escaping above. To protect the peritoneal 
cavity, we will now pack with gauze. 1 show you a part of 
the adherent omentum. We shall soon get a perfect view of the 
strangulated part of intestine. The adhesions are very firm on 
one side. I will bring forward the intestine, and I believe we 
have already unmistakable signs of extensive gangrene, as we 
have every reason to expect, that is, we have that ashy-gray color 
which invariably means gangrene. Whenever we find the in- 
testinal wall thin and ashy-gray, it settles the matter of gan- 
grene invariably; so we bring the intestine forward beyond the 
point of gangrene. Observe the gangrenous portion of the in- 
testine! This we must now excise. Here is a loop of small in- 
testine which I will liberate from the interior of the sac, be- 
cause undoubtedly the intestinal loop became adherent to the 
surface of the sac long, long ago. It seems to me we have 
here a large coil with partial gangrene. You will notice that 
I am separating now the adhesions. Ina few moments we will 
remove the entire sac and part of the gangrenous intestine. Part 
of the intestine is gangrenous thruout. I have here a large 
part of omentum and the entire sac. In this case, of course, we 
shall not do an enterectomy, with suturing of the intestine, for 
the reason that it would be absolutely out of the question, as 
the patient would not survive such a prolonged operation. We 
shall, therefore, bring the healthy part of the intestine forward 
into the wound. Here is the limit of the gangrene. The line 
of demarkation is well formed, and we shall anchor the intestine 
now to the parietal peritoneum. ‘This part of the intestinal loop 
which you see I can safely reduce, and leave the gangrenous 
portion in the wound in this way. I should like, if the patient’s 
condition warranted it, to excise this gangrenous loop, uniting the 
divided ends of the intestine with sutures, but it would prolong 
the operation three-quarters of an hour, and the patient’s con- 
dition is not such as to justify it. So we have to do the next 
best thing, that is, anchor the healthy part of the intestine in 
the wound on both sides. I now reduce the healthy part of the 
intestinal coil. I will have to enlarge the ring a little more. 
This part of the intestine must be left in the wound. I have 
reduced the healthy portion of the intestine down to the free 
margin of the line of demarkation. I will now grasp the mar- 
gin of the wound here, including the peritoneum, and we will 
now, with a few stitches, stitch the intestines on both sides to 
the margin of the wound, that is, to the parietal peritoneum. 
After the stitches have been inserted, and the intestine anchored, 
we shall open the intestine. To me it looks as tho this part 
being sutured were the cecum, and just above the gangrene the 
lower part of the large intestine, and while the gut below is the 
colon. 

After fixing the intestine to be abdominal wall, we find that 
the gangrenous part is the colon, and it is the colon that will now, 
after the stitches have been inserted, be incised. I insert one row 
of sutures at about near the point of gangrene, being careful to 
exclude the mucosa, but to include the parietal peritoneum. Three 
or four of these stitches will answer the purpose. I reduce that 
portion of the bowel which shows all indications of being unin- 
volved. We have two stitches on either side to hold the bowel 
in position, we will surround the loop of intestine with iodoform 
gauze, and excise the gangrenous part. We will not do any in- 
jury to the peritoneal cavity, as it is shut off by suturing, and 
by the packing with iodoform gauze. Only a part of the ex- 
ternal wounds will be closed. 

The fatality of gangrenous umbilical hernia is enormous, and 
particularly of the large intestine, which has become strangulat- 
ed, as is the case here. It is the colon which is implicated in 
the gangrenous process. It means almost sudden death; and so 
the operation performed is the only chance to save this patient’s 
life.* 


During an operation at St. Elizabeth’s Hospital, Belleville, 
for removal of a huge sarcoma of the neck, Lanphear of St. Louis 
accidentally made a longitudinal incision in the internal carotid 
artery. Hemorrhage was, of course, furious for an instant, but 
was controlled by finger pressure until the wound was closed 
with catgut sutures. The loose connective tissue of the region 
was sewn tightly around the point of injury to reinforce the stitch- 
es of the vessel wall. The patient (a man of 63 years—hence the 


suturing instead of ligation) recovered without a bad symptom. 


*This patient recovered. The intestinal ends will be joined later. 
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THE CAUSE OF DIFFUSE PERITONITIS COMPLICATING 
APPENDICITIS AND ITS PREVENTION. 


BY A. J. OCHSNER, M. D., CHICAGO, ILL. 
Chief Surgeon Augustana Hospital. 


Every surgeon who treats patients suffering from acute ap- 
pendicitis must be impresst with the fact that an unfavorable 
outcome in any given case means that the infection, which was 
originally confined to the small space occupied by the vermiform 
appendix itself, has first invaded the tissues immediately sur- 
rounding this organ and then has been distributed over the entire 
peritoneal cavity. In other words, in fatal cases the patient prac- 
tically always dies as the result of a diffuse peritonitis. 

Other conditions may, of course, arise from which a fatal 
issue may arise. There may be a septic thrombosis of the ves- 
sels in the vicinity of the appendix, or an empyema, or even pye- 
mia, but by far the greatest number of deaths occurs from dif- 
fuse peritonitis, and if it is possible to prevent this, the mor- 
tality from appendicitis must at once fall enormously. In order 
to plan a means for the prevention of this condition, it is well to 
study the progress of the disease from its onset. 

There is danger of the occurrence of diffuse peritonitis in the 
following classes of cases:—(1) In gangrenous appendicitis; (2) 
in perforative appendicitis; (8) in cases in which the cecal end 
of the lumen of the appendix is closed and the distal portion so 
thoroly distended with septic material as to make its walls per- 
meable to micro-organisms; (4) in the very rare cases in which 
there are small abscesses in the walls of the appendix not di- 
rectly connected with its lumen, and (5) in cases in which there is 
a septic thrombosis of some of the vessels, but not sufficient to 
cause gangrene. 

The first, second and third conditions are so common that 
every surgeon who operates frequently during the acute attack 
has seen them many times. Were it possible to keep the septic 
material in these cases within the circumscribed area in which 
it occurs primarily, it is plain that the condition would remain 
comparatively harmless. 

The appendix is virtually surrounded on all sides, excepting 
in the direction of the median line, by relatively fixt tissues. 
Above we find the lower end of the cecum and the cecal end 
of the ileum; to the right and in front is the parietal peritoneum; 
behind lies the peritoneum covering the iliacus muscle, and 
towards the median line the appendix is surrounded by loops of 
small intestines. Moreover, the omentum extends far beyond its 
lower end. It is true that the appendix may be displaced down- 
wards, but in this case it will again be surrounded by fixt tis- 
sues which seem especially adapted to dispose of septic material. 
Again in this case there is an enteroptosis affecting the cecum, 
and always with this a markt lowering of the transverse colon 
and stomach and with these the omentum. Thus we see that the 
natural anatomical arrangement for the protection of the general 
peritoneal cavity is extremely efficient. There is but one weak 
point in the anatomical provision for this protection, namely, in 
the direction of the median line, because the great mobility of the 
small intestines naturally favors the distribution of septic mater- 
ial to all parts of the peritoneal cavity. It we can prevent the 
small intestines from doing harm in this direction, we will have 
accomplisht our end, theoretically at least. 

At this. point I wish to direct attention to another important 
anatomical condition. The blood supply of the omentum is so 
enormous that it will readily dispose of a very severe infection 
by walling off the surrounding structures if it is permitted to 
give its physiological attention to a single area. It is a well- 
known fact which every one who frequently operates during the 
acute attack of appendicitis, has had many opportunities to ob- 
serve that the omentum crowds itself about any inflammatory 
or traumatie lesion within the peritoneal cavity the moment the 
latter occurs, and if left undisturbed, a few hours will suffice 
to cause efficient protective adhesions. These adhesions become 
stronger every hour and the blood supply in the omentum be- 
comes greater, so that if no disturbance arises, one can reason- 
ably expect efficient protection to the general peritoneal cavity 
from the omentum. 

Another important fact must not be lost sight of in this con- 
nection. The fact that the surrounding structures are relatively 
fixt in position favors the condition of rest of the inflamed part 
and permits the omentum to act after the manner of a splint 
applied to an inflamed joint. The value of rest as a preventa- 
tive to the extension of an infection in any part of the body can- 
not be overestimated. Consequently, if it is possible for us to 
secure this condition of rest, we have gained another important 
point in the right direction. 

In case the appendix is displaced upwards its position is even 
more favorable, because the available amount of omentum is 


thus increast. Again, if the appendix is retro-cecal in its posi- 
tion, which is very frequently the case, the infection of the gen- 
eral peritoneal cavity is more easily prevented than when in its 
normal location. If anteriorly misplaced, it is likely to be fast- 
ened to the anterior abdominal wall by the adherent omentum. 

It is plain, then, that the infection of the general peritoneal 
cavity must occur from a disturbance on the part of the small 
intestines, and’ must be due to their peristaltic motion. It is 
significant that in almost all cases of severe acute appendicitis, 
the obstruction to the passage of gas and intestinal contents thru 
the ileo-cecal valve is one of the early symptoms; Nature is try. 
ing to prevent this very dangerous disturbance by closure of the 
ileo-cecal valve. We have a condition corresponding to the con- 
traction of the muscles surrounding an inflamed joint, to the 
closure of the eyelids in conjunctivitis, etc.; moreover, the muscles 
overlying the appendix become tense—everything tends toward 
the establishment of conditions of rest in the vicinity of the in- 
flamed organ. 

It is a fact which has been demonstrated a great number of 
times, that peristalsis does not occur unless food or cathartics are 
introduced into the stomach. If the attack occurs shortly after a 
meal and before all of the food has passt thru the ileo-cecal valve, 
its presence may cause peristaltic motion in the small intestines. 
Upon reaching the ileo-cecal valve the latter may prevent its pas- 
sage into the cecum, causing return peristalsis, and the intestinal 
contents are forced back into the stomach, whence it may be ex- 
pelled by vomiting or be again forced into the small intestine, 
giving rise to further peristaltic motion. Moreover, it will give 
rise to the formation of gas, which must cause disturbance and 
pain in its attempt to pass the ileo-cecal valve, 

This motion, it is plain, will be harmful primarily from the 
fact that it gives rise to pain by disturbing the sensitive, in- 
flamed tissues, and secondarily from its likelihood of carrying 
infectious material with which it has come in contact in the vi- 
a of the inflamed appendix to other parts of the peritoneal 
cavity. 

Besides this, the physiological attention of the omentum can 
now no longer be directed to the single area of infection, because 
other parts of the peritoneal cavity require its protection, and 
such portions of the omentum as are not yet thoroly adherent 
= the inflamed appendix are likely to be diverted from this 
point. i 

Theoretically, then, the disturbance which is to be feared to 
so great an extent is caused by the presence of food or cathartics 
in the stomach, and its logical remedy would be to absolutely 
prevent the introduction of any form of food or cathartics into the 
stomach and the removal by gastric lavage of any portion of food 
which may be retained in the stomach at the beginning of the 
attack. It may be necessary to perform gastric lavage twice, or 
at most three times, in order to entirely remove remnants of food 
which may have regurgitated into the stomach from the small 
intestines by reason of return peristalsis. That this is not only 
true theoretically, but also in practice, I have demonstrated in a 
large number of cases, and many other surgeons who have fol- 
lowed the same plan of treatment have informed me of the fact 
that their experience has agreed with mine. 

It is true that a few surgeons have reported failures with this 
method, but an investigation of their treatment in each instance 
has shown that they disregarded one of the three cardinal points 
in the treatment. They either gave just a little liquid food by 
the mouth, or they gave some form of cathartics, or disturbed the 
rest of the intestines by giving large enemata, or they neglected 
removing the stomach-contents by gastric lavage. Of course, the 
slightest amount of food is sufficient to start peristaltic motion 
of the small intestines, and the same is true of cathartics, and 
consequently, if either of these features in the treatment is 
omitted, one cannot hope for the same results. It does not mat- 
ter what form of appendicitis may be present in any given case, 
it seems clear that this form of treatment must be useful, because 
in the milder cases it will result in rest of the affected part, and 
consequent rapid resolution; while in the severe cases it will guard 
against mechanical distribution of infectious material, and in all 
cases it reduces the tendency to meteorism, and stops the pain. 

There is, however, one class of patients in which I have found 
this treatment of the greatest value. I refer to the class in which 
the appendix is gangrenous, or perforated, and in which there is 
already a beginning of general peritonitis. These patients give 
the impression of being extremely ill. There is complete obstruc- 
tion to the passage of gas or feces. There is nausea or vomiting 
and markt meteorism; the pulse is small and quick; usually there 
is a high fever, but the temperature may be subnormal; respira- 
tion is rapid, and the abdominal muscles overlying the appendix 
are tense. The patient is in a condition in which I formerly op- 
erated at once, day or night, as a last resort, only to find that 
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it was too late in more than one-third of the number of cases, 
the mortality increasing with the time that had elapst since the 
beginning of the attack. In this class of cases there is still a 
recovery of over 90 per cent if the principles laid down above are 
thoroly applied. 

If peristalsis is absolutely inhibited, as it can be, the infec- 
tion will soon become circumscribed and the pus can be evacu- 
ated with safety. Moreover, the condition I have just described 
is in itself the result of the administration of food and cathartics. 
Had these patients received neither food nor cathartics from the 
beginning of their attack, the condition would never have ad- 
vanced to this dangerous point. ‘his refers particularly to a 
elass of cases which Richardson has so well described as “too 
late for an early and too early for a late operation.” 

If the plan I have outlined above is carried out, the following 
changes are likely to occur: The nausea and vomiting will cease 
after one or two, at the most three, gastric irrigations. The 
meteorism and the pain will decrease greatly during the first 
twelve hours, and will almost completely disappear in twenty- 
four hours. The pulse becomes slower and firmer and more 
regular, the breathing deeper, and the patient’s general appear- 
ance improves to an astonishing extent. If the temperature was 
high, it will go below 100° I’. the first twenty-four hours, and in 
three days it will be practically normal. The abdominal muscles 
will become soft as soon as the stomach-contents have been 
removed by gastric lavage. Usually the improvement is so rapid 
that one is tempted to spoil everything by giving nourishment by 
mouth, because the patient’s condition does not seem serious 
enough to warrant such severe measures, ® 

That this form of treatment, which I have employed since 
1892, (at first only in selected cases, and later more and more 
generally), is really of great value, is shown by clinical results. 
My mortality in cases of perforative or gangrenous appendicitis, 
with beginning diffuse peritonitis, is less than one-fourth as high 
as it was in the cases operated at once upon making the diagnosis, 
and even in advanced cases of diffuse peritonitis there has been 
a markt decrease in the mortality in my experience. It might 
.be said that these cases were not due to perforated or gangrenous 
appendicitis, but that they were simply severe catarrhal cases, 
which are known to result favorably under any form of treat- 
ment. To this I would respond that I have later removed the 
appendices in many of these cases, and have almost invariably 
demonstrated the correctness of the diagnosis. 

In my statistics I utilize only the cases which I have operated 
in the Augustana Hospital, because of these I have full and ac- 
curate records, while of those operated in other hospitals and in 
private homes my records are not accurate, since there the pa- 
tients and assistants are not so completely under my control. 
From January 1, 1898, to May 1, 1901, I have operated (in this 
hospital), upon 565 appendicitis cases, which I have divided into 
three groups: (1), those who entered the hospital suffering from 
diffuse peritonitis; (2), those who entered the hospital suffering 
from gangrenous or perforative appendicitis, and (8), those who 
entered the hospital suffering from recurrent appendicitis in the 
interval between attacks, or at the beginning of a recurrent at- 
tack when the infectious material was still confined to the ap- 
pendix. Of the first class I treated 18 cases, with 10 deaths, 55.5 
per cent mortality; of the second class I operated 179 cases, with 
9 deaths, 5 per cent mortality; of the third class I operated 368 
cases, with one death, 1-3 per cent mortality. Total, 565 cases, 
with 20 deaths, 3.5 per cent mortality. The statistics contain all 
patients who entered the hospital suffering from appendicitis, 
even those who died a few hours after admission. 

Of classes 2 and 3, all were operated, so there can be no doubt 
concerning their diagnosis. Of Class 1, all but 4 were operated 
and these were in an absolutely hopeless condition when they 
entered the hospital. I will state also that during this time no 
patient suffering from appendicitis was refused admission into 
the hospital. 

Judging from the authorities upon this subject, our mortality 
of 55.5 per cent in diffuse peritonitis is as low as that recorded 
by any of the authors whose statistics contain a considerable 
number of these cases, while some authors with less than half 
this number report as low as 20 per cent mortality. Krogius has 
compiled the statistics of fifty-eight authors whose combined mor- 
tality is a little over 70 per cent. 

As compared with my own experience in former years, when 
all of these cases were treated surgically at once, my experience 
in this series of cases of diffuse peritonitis following appendicitis 
is quite encouraging. 

It is in the second class, however, in which the greatest benefit 
from the treatment is found. In this class, according to most 
modern authorities, (Murphy, Mynter, Porter, Lennander, Bull 
and many others), there is a mortality of at least 20 per cent. 
This, in my cases, has been reduced to 5 per cent, and had the 


treatment been instituted at the beginning of the attack, I am 
certain that the mortality could easily have been reduced to one- 
half of this. In Class 3 there should have been no death. Many 
of these cases had been treated thru their acute attack by the 
method I have described, before being sent to the hospital. But 
as not all of the cases I treated outside of the hospital came later 
to operation, it is not fair to utilize these in demonstrating the 
value of the method. 

Again, I have treated a large number of cases thru the acute 
attack of appendicitis with this method which have never been 
operated, and which I have not included in my statistics, because 
the correctness Of the diagnosis could not be establisht by actually 
demonstrating the condition present in the appendix. 

However, the fact that there was a mortality of less than 
one-third per cent in so large a number of cases is significant. 
It shows the value of a method by which cases of acute appendi- 
citis in whom an operation is bound to give a high mortality 
at best can be changed to chronic appendicitis in which the mor- 
tality following operation is almost nothing. It is, of course, not 
possible to come to any definite conclusions from a collection of 
statistics, because there are so many differences which can not 
be balanced. 

Among these cases one is especially instructive because it il- 
lustrates the danger of operating too early. The patient entered 
the hospital five days after the beginning of the attack. His con- 
dition was exceedingly grave, as indicated in the history. With 
an immediate operation I should have expected his death within 
thirty-six hours. The diagnosis was made of gangrenous appen- 
dicitis. He was placed on exclusive rectal feeding. Within twen- 
ty-four hours his pain had entirely disappeared, his general ap- 
pearance improved greatly, the meteorism subsided, his tempera- 
ture fell three degrees, his pulse came down forty beats per min- 
ute, his abdominal wall became soft, and twenty-four hours later 
I began to doubt my diagnosis. At the end of the fourth day his 
condition had improved so much that, upon his request, I con- 
cluded to operate, because he was normal in every respect with 
the exception of a slight induration in the region of the appendix 
and pain upon deep pressure. It seemed to me as tho the pro- 
cess must have stopt just short of a perforation. Had he been 
left without an operation there could be no doubt but that he 
would recover temporarily from this attack. It seemed perfectly 
safe to operate. Upon opening the abdomen I found a perforated 
gangrenous appendix surrounded by a small abscess completely 
walled off by the omentum. I removed the appendix and the 
surrounding pus with great care, and drained the cavity, expect- 
ing the patient to recover, but a diffuse peritonitis developt, from 
which he died five days later. This case iinpresses the lesson that 
it is not wise to operate until the patient has fully recovered from 
the acute attack. Of course, he should be cautioned as regards 
his diet in order to prevent a recurrence, but I am confident that 
the mortality in my practice will be still smaller in the future, 
especially because I shall wait longer after the acute attack be- 
fore removing the appendix. 

The danger of rupture of a circumscribed abscess into the gen- 
eral peritoneal cavity has been the cause of a great anxiety. My 
experience has led me to conclude that this practically never 
happens unless food or cathartics are given by the mouth. In my 
entire experience it has happened but once, in a child aet. 7 who 
was brought to the hospital on the fifth day after the beginning 
of an attack of gangrenous appendicitis with beginning diffuse 
peritonitis. It had received food and cathartics constantly since 
the beginning of the attack, and, altho its condition seemed 
hopeless, either with or without an operation, it improved slightly 
from day to day under exclusive rectal feeding, but never became 
well enough to make drainage of rather an extensive infection of 
the entire area between the umbilicus and pubis and right anterior 
superior spine of the ilium safe, and still, had I anticipated the 
likelihood of rupture into the remaining portion of the peritoneal 
cavity, I should certainly have made the attempt with the hope 
of bringing about a recovery. On the fifth day the abscess sud- 
denly ruptured, I anesthetised the boy within half an hour, made 
a free incision, washt out the peritoneal cavity, drained freely, 
but the child died in six hours. In this case gastric lavage had 
not been employed because the child was very nervous and we 
feared the effects of the fright. I have frequently seen cases in 
which food and cathartics were given in whom this accident oc- 
curred. ‘ 

Aside from the benefits to the patient of increast safety, there 
are other advantages to be derived from this plan of treatment, 
which are well worth considering. Being able to operate during 
the quiescent state, drainage is not indicated, and consequently 
there is no likelihood of the concurrence of post-operative ventral 
hernia. With the reduction of the area of infection, the amount 
of peritoneal adhesions must necessarily be reduced. As a mat- 
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ter of experience I can say that fecal fistulae almost never oc- 
cur in cases treated by this method. 

Of course, all these advantages, as well as the prevention of 
diffuse peritonitis, can be accomplisht if the appendix is removed 
during the very beginning of the attack, before the infectious 
material has passt beyond the walls of the appendix, but un- 
fortunately it is but very seldom that a patient enters the hands 
of a surgeon at so early a stage. 

I am positive that the mortality would have been at least four 
times as great had all my patients been operated at once, upon 
admission. There are three cases which do not properly belong 
in this group, because perforation had not actually taken place, 
but I am confident that this was only prevented by the treatment. 
Moreover, each one of these cases had quite advanced peritonitis 
at the time of admission, which would undoubtedly have pro- 
gresst rapidly had not peristalsis been inhibited. In each of these 
eases the attack was exceedingly violent until this form of treat- 
ment was instituted, but subsided very promptly after commence- 
ment of this treatment. 

CONCLUSIUNS.—As a result of my clinical observations I 
am prepared to formulate the following conclusions: 

1. Peristaltic motion of the small intestines is the chief means 
of carrying the infection from the perforated or gangrenous ap- 
pendix to the other portions of the peritoneum, changing a cir- 
cumscribed into a general peritonitis. 

2. This can be prevented by prohibiting the use of every 
kind of food and cathartics by mouth, and by employing gastric 
lavage in every case in which there are remnants of food in ths 
stomach or in the intestines ahove the ileo-cecal valve, as indi- 
eated by the presence of nausea, or vomiting, or meteorism. 

3. The patient can be supported by the use of concentrated 
predigested food administered as enemata not oftener than once 
in four hours, and not in larger quantities than four ounces at a 
time. 

4. This form of treatment, when instituted early, will change 
the most violent and dangerous form of acute perforative or gan- 
grenous appendicitis into a comparatively mild and harmless 
form. 

5. Cases of perforative or gangrenous appendicitis with be- 
ginning general peritonitis can usually be carried thru the acute 
attack safely with this method. 

6. In all cases of this class gastric lavage should be practist 
in order to prevent the absorption of decomposing material from 
the alimentary canal. 

7. In cases of doubtful diagnosis this form of treatment 
should always be employed. 

8. This treatment.will prevent a large proportion of the 
most troublesome complications and sequelae of appendicitis, such 
as ventral hernia, fecal fistulae, extensive adhesions, ete. 

9. The patient should be permitted to recover fully from his 
acute attack before an operation is performed, except in cases 
encountered within the first thirty-six hours after the beginning 
of an attack or in case of the formation of a superficial circum- 
scribed abscess. 

10. It often requires but a small amount of any kind of food 
to change a harmless circumscribed into a dangerous diffuse 
peritonitis. 

11. The treatment does not protect the patient against a sub- 
sequent attack. 

12. It does not contra-indicate the removal of a diseased ap- 
pendix before the septic material has extended beyond this organ. 
18. It is indicated in all intra-abdominal conditions in which 
it is desirable to prevent the distribution of septic material by 
means of peristaltic motion. 

14. The laity should be taught to stop feeding and giving 
eatharties to patients suffering from intra-abdominal diseases. 


ENDOVESICAL SURGERY WITH SPECIAL REFERENCE TO 
CYSTOSCOPY AND URETER CATHETERISM. 


BY F. KREISSL, M. D., CHICAGO, ILL. 
Past Professor of Genito-Urinary Surgery, Chicago Clinical School. 


It is but natural that with the earlier progress made in the 
surgery of the kidney and bladder the necessity of rendering the 
diagnostic means more exact and therapeutic procedures less 
complicated and risky became more urgent. As the first step 
in this direction—notwithstanding previous attempts—may be con- 
sidered the exploration of the female bladder and the removal 
of foreign bodies, stones and tumors from the viscus after rapid 
dilatation of the urethra practist by Simon. But this forcible 
distension is not a mild, insignificant procedure, as it requires gen- 
eral anesthesia, frequently produces deep lacerations of the tis- 
sues, and from there quite profuse hemorrhages and occasionally 
results in irreparable incontinence. The desire to explore the 
ureters and the renal pelvis and the necessity to protect the form- 
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er in abdominal and vaginal sections led to epicystotomy and 
colpocystotomy as a preliminay step for the subsequent catheter- 
ization of the ureter. 

Pawlik, in Vienna, accomplisht the same result per vias 
naturales, using the outlines of the ligamentum interuretericum 
in the vaginal wall as a guide to the vesical opening of the ure- 
ter and afterwards constructed his cystoscope, which permitted 
the inspection of the illuminated bladder and the catherization 
of the ureter without difficulty. He was soon followed by Kel- 
ly in this country with a similar instrument, the publication of 
the latter causing a bitter fight for the priority in the invention 
carried on in medical journals here and abroad for a time. How- 
ever, Howard Kelly has done so much for the development of in- 
travesical surgery in America since then, that any unintended 
trespassing on Pawlik’s invention may be pardoned. 

Simultaneously with the remarkable progress in renal sur- 
gery in the last decade, the surgeons felt the importance and 
necessity of much exacter methods of diagnosing surgical disor- 
ders of the kidney and of information regarding the presence, 
situation, condition and functional capacity of the other mate. 
The result furnisht by palpation and urinalysis proved frequent- 
ly unsatisfactory or unreliable and misleading, necessitating as 
heretofore explorative operations. To obviate the latter various 
apparatus have been constructed, aiming to collect the urine of 
both kidneys separately as it enters the bladder. Among many 
I may only mention the segregators devised by Neuman 
(deutsche Medicinische Wochenschrift, 1897), and by Harris 
(Journal American Medical Association, 1898). The underlying 
principle is the establishing of two separate sections in the lower 
bladderwall by means of an artificial septum. Each section is 
supposed to contain the vesical opening of the corresponding ure- 
ter, and from each one the urine is taken by suction and collect- 
ed in separate receptacles for further tests. The advocates of 
this method claim in its favor that it does not require any special 
skill, nor illumination of the bladder or searching for the urete- 
ral opening, the absence of any danger of ureteral lesions or in- 
fection, and that it allows simultaneous observations and com- 
parisons of the quantity of the secretion of both kidneys in a cer- 
tain period. Objections are also not lacking, and it is a fact 
that misleading conclusions arrived at by this method have been 
followed by grave consequences. It is difficult to establish with 
absolute certainty the watershed in the male bladder, impossible 
in hypertrophy of the prostate and in a bladder whose shape is 
rendered irregular by any pathologic condition outside, but close 
to its wall; for instance, tumors and pericystitis. Errors and 
doubts in tracing symptoms to the bladder, instead of to the 
kidney and vice versa are also possible and have occurred. Rose’s 
procedure for the same purpose (C. f. Gyn., 1897), intends to 
eliminate such errors. The patient, female, is placed in the 
knee-chest posture, a speculum 6 ctr. long and 1 ctr. wide, in- 
troduced into the bladder, and having found the ureteral opening 
by using reflected light, the vesical end of the tube is presst 


‘against the surrounding bladder wall, and the urine accumulating 


in the tube removed by suction. There is no doubt that all these 
procedures are accompanied by more or less inconvenience and 
pain to the patient, that the pressure exerted on the urethra, 
bladder and surrounding organs is not without consequence, and 
their efficiency a rather limited one. The claim that the inex- 
perienced is able to perform them is a rather weak excuse for 
practising them in a period in which cystoscopy has become a 
well-developt branch of urinary surgery. Catherization of the 
ureters thru the cystoscope, applicable alike in both sexes, is in 
the hands of the experienced ones a comparatively mild, pain- 
less and harmless act, it often permits not only an exact diagnosis 
of the diseased kidney, but furnishes valuable informations con- 
cerning the presence, condition and functional capacity of the 
mate. 

The condition of a kidney still having secretory tissue might 
make its removal urgent, and yet its mate not being essentially 
diseased, might have such a low functional capacity as to render 
it incapable of assuming the work for both, and the surgeon will 
refrain from a radical operation. 

In another case the findings may be such as to indicate that 
both kidneys are similarly afflicted, that one has none or hardly 
any secretory tissue, while the functional capacity of the other 
is still intact. Here the surgeon will perform the radical oper- 
ation with a good prognosis, and to the relief of the patient. In- 
structive is a case reported by Casper in which a tumor of the 
right kidney was present, but the urine furnisht by this kidney 
was perfectly clear, containing traces of albumen, while very 
bloody urine came from the left kidney. Such conditions are 
found in tumors and tuberculosis of the kidney. 

Among the instruments for ureter catheterization I mention 
the cystoscopes of Nitze, Casper, Albarran, Kelly, Brenner and 
B. Lewis. 
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Our knowledge along the line of functional diagnosis was 
materially increast of late by the methods known as kryos¢opy, 
the Phloridzin test and the determination of the quantity of se- 
creted urine, aided by the uretercatheterism. Credit for these 
innovations must be given to Koranyi, Kuemel and Casper. The 
latter ascertained that the values for the quantity of sugar and 
N, and the freezing point of the urine of a healthy person when 
collected from both kidneys simultaneously and separately are 
invariably equal, but that all values in unilateral kidney disease 
fall below the values of the healthy one. This difference is so 
pronounced that errors are nearly positively excluded, so that the 
determination of these values, taken together with all the other 
methods of investigation, lend a formidable support to the diag- 
nosis, prognosis and surgical intervention in various kidney dis- 
eases. With the possibility of a much earlier diagnosis we may 
now hope that the mortality after kidney operations, which has 
been materially lowered by the wonderful strides in surgery, will 
be still considerably reduced by the combination of uretercathe- 
terism, radiography and the new methods of functional diagnosis. 

But the catheterization of the ureters was not only the step- 
ping stone to a more solid basis in diagnosing kidney diseases, 
it has also contributed to enlarge out therapeutic possibliities in 
pathologic conditions of the ureter and the renal pelvis thru the 
cystoscope, opening still brighter prospects for the future. 

Few as the records in this respect are yet the results obtain- 
ed are very encouraging and they demonstrate the feasibility of 
successful, bloodless, intravesical intervention for the relief from 
an obstruction in the ureter by concrements, valves or structures 
and the treatment of an infectious process in the renal pelvis. All 
this, of course, under especially favorable conditions. The bulk 
of these cases will, as heretofore, be subject to cutting opera- 
tions, altho catheterization does in many cases aid the surgeon 
by indicating where an incision has to be made and in few oth- 
ers facilitate and simplify the subsequent operation. We suc- 
ceed in temporarily emptying a hydronephrosis or pyonephrosis 
by uretercatheterization, but the direct causes of these conditions 
are such as to require a cutting operation for their permanent re- 
moval. We may dilate a stricture of the ureter, but the charac- 
ter of these coarctations frequently demands a bloody division 
for a radical cure. 

Two cases are on record in which an intractable fistula re- 
maining after nephrotomy was finally closed by leaving the 
catheter in the ureter and renal pelvis for weeks without injury 
to the tissues. 

With the ureteral bougie we can occasionally loosen a stone 
of small size, replace it into the renal pelvis, or facilitate its 
passing into the bladder cavum, and in this way simplify the 
subsequent operation—nephrotomy, litotripsy, ete—for its final 
removal. 

Very promising is the combined employment of the ureter- 
catheter and the radiography devised by A. B. Johnson, in New 
York a year ago, and by Felix Loewenhard, in May, 1901. A 
flexible lead stiletto inclosed in the uretercatheter is passt into 
the upper urinary ways and its exact location brought into plain 
view by a subsequent X-ray exposure. The advantages of this 
method are obvious at once. We are enabled to see the anatomi- 
cal route of the normal ureter or any deviations, deflections and 
inflections, we also can graphically locate the point of an event- 
ual obstruction and decide upon the choice for the subsequent 
operation. The diagnosis of the unilateral double kidney and 
of the horseshoe kidney is also facilitated. 

This method, indorst by Tilden Brown at the meeting of the 
American Associat. of Gen.-Urin. Surg., April 30, 1901, has also 
met with the sympathy of the West, judging by a hasty prelimi- 
nary notice, to the profession by two Chicago physicians at the 
meeting of the Am. Med. Assoc. and in Carper’s Monatsberichte 
fuer Urology, in August, A. C.. : 

I call the ureter catherization endovesical surgery in a broad- 
er sense, because the starting point for its application is the 
bladder, and the latter is the only route thru which bloodless 
surgical manipulations pass in the upper urinary ways. The 
endovesical surgery of the bladder proper is as old as the litho- 
tripsy, and the removal of foreign bodies from the bladdercavum; 
they are procedures representing the typical bloodless or nearly 
bloodless operations whereby the integrity of the bladderwall and 
surrounding tissues remain undisturbed. The great advance- 
ments in this particular branch of surgery are of a more recent 
date, inaugurated by the cystoscopy, and in particular by the 
operation cystoscope, notwithstanding the older and inadequate 
straight endoscopic tubes. As an auxiliary diagnostic means 
in surgical diseases of the bladder, the cystoscope is of inealcula- 
ble value, a fact so generally recognized to-day that it would 
be an insult to the practitioner to more than mention it. Less 
appreciated by many, yet, on the other hand, over-estimated by 
some, is the efficiency of the operation cystoscope whose best 


representatives are the instruments of Nitze and Casper. Anoth- 
er one is Latzkos’ instrument in which the various appliances 
like curets, scissors, forceps, snare and cauterizer are entirely 
separated from the cystoscope, are consequently of larger dimen- 
sions at the vesical end and introduced in the bladder before the 
former. This arrangement allows more freedom in handling 
them in the viscus. It has the disadvantage of aii similar devic- 
es, which exclusively designed for the female bladder, are 2 copy 
of Brenner’s uretercystoscope, it is, according to my experience, 
too short for the male urethra. 

The employment of Casper’s instrument permits the crush- 
ing of smaller concrements, while with the snare of Nitze’ instru- 
ment pediculated tumors can be removed, and the base cauteriz- 
ed, sessile neoplasms can be burned down, ligatures and other 
small foreign material are easily removed without a cutting op- 
eration. Ulcerations of the bladderwall of various origin stub- 
bornly resisting local medicinal treatment can be brought to 
rapid epithelialization by curetting and cauterizing. All these 
procedures are carried out under local anesthesia in an illuminat- 
ed organ, controlled by the eye; in most of them the loss of blood 
is nil or insignificant, and rest in bed not required. Larger tu- 
mors and extended ulcerations will, as heretofore, be subjected 
to cystotomy, notwithstanding the few cases on record in which 
Nitze, for instance, succeeded in removing a large tumor piece- 
wise in 15 and more “sittings.” Such procedures cannot be 
practist without damaging results, especially in men, by bruising 
the prostate and vesical neck and the reflex action upon the kid- 
ney. Cystotomy has to be considered as the more radical and 
milder intervention in these cases. 

Last, but not least, among the endovesical surgical proced- 
ures, I wish to place the galvanocaustic radical treatment of pros- 
tatic hypertrophy, commonly known as Bottini’s operation. As 
it was originally and still is performed quite frequently, it can- 
not strictly be called an intravesical operation, the cauterizing 
blade being drawn from the bladder cavum downwards into the 
prostate. But the new cystoscopic prostate incisor designed by 
Freudenberg and Bierhoff puts the operation on the same level 
as the cystoscopic manipulations in the ureters, and means a 
great progress in this method of dealing with the hypertrophied 
gland. While previously we had to rely upon the sometimes de- 
ceiving sense of touch alone, we are at present in a position to 
place the cautery blade exactly to the point desired, and the 
objections raised against this method as being unsafe and dan- 
gerous because of working in the dark are now without founda- 
tion. Those who, like myself, have performed a great many of 
these operations with the old instrument, and had occasion to 
use the new cystoscopie incisor will readily appreciate its supe- 
riority in appropriate cases. 

In enumerating the methods and appliances employed in in- 
travesical surgery, I have given consideration to most of the best 
known. Iam fully aware I could have mentioned various oth- 
ers, but did not do so partly because it would have gone beyond 
the limits of the subject of my article, partly because many of 
those not mentioned have to be classified as more or less in- 
genious imitations or as mere playthings. Summing up what 
has been accomplisht in endovesical surgery, we can readly see 
that cystoscopy had a great influence upon increasing our diag- 
nostic and therapeutic faculties in bladder and renal surgery, 
and that vice versa, the demands of the steadily advancing sur- 
gery of the bladder and kidney acted as a stimulus for the im- 
provement in cystoscopic technic and diagnosis. It cannot be 
expected that the endovesical surgery will displace all other sur- 
gical procedures, but it certainly has somewhat narrowed the lim- 
its of cystotomy already, it has gained a broader field for itself 
in the bladder by simplifying the therapy therein, and it has to 
be wisht that it might show itself just as successful in renal and 
ureter-surgery. 


THE PRESENT STATUS OF THE TREATMENT OF PUL- 
MONARY TUBERCULOSIS BY OPERATION TO 
SECURE COMPRESSION. 


BY A. F. LEMKE, M. D., CHICAGO, ILL. 
Professor of Principles and Practice of Medicine in Harvey Medical College. 


In October, 1899, and in January, 1901, there appeared in the 
Journal of the American Medical Association articles which had 
to deal largely with the theoretical aspect of the question of pul- 
monary compression in general and of compression for pulmonary 
tuberculosis in particular. No difficulty was experienced in gath- 
ering from medical literature theories and records of practical 
experiences in support of the idea of lung compression for tuber- 
culosis and the clinical histories of over fifty cases treated by 
compression were set forth. Over 350 cases have now been 
subjected to this treatment for pulmonary tuberculosis in all 
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its stages, and it is my purpose at this time to deal with the more 
practical side of the question. 

Immediately after the earliest cases were reported by Dr. 
Murphy at the Denver meeting, various points were raised with 
reference to the applicability of the method to average cases of 
lung tuberculosis. Most all of these can now be answered from 
practical experience. The most important of all these questions, 
perhaps, is: Are there not too frequently pleural adhesions that 
will preclude the possibility of compressing the diseased lung? 
The pathologist is inclined to answer this question in the affirma- 
tive, but clinical experience warrants the statement that except in 
very old and advanced cases, and in those in which there has 
been a primary pleurisy resulting in obliteration of the pleural 
cavity, adhesions are altogether absent or are so slight as to in- 
terfere little, if at all, with a thoro compression of the diseased 
lung. In a previous article it was shown that band-like adhe- 
sions interfered to a very slight degree with compression.  At- 
tention should be called once more to the fact that there is no 
way of determining, by ordinary clinical methods, the presence 
or absence of adhesions sufficient to interfere seriously with the 
operation of creating a pneumo-thorax, and that in every case, 
unless for some other reason the operation is contra-indicated, an 
aspirating needle of considerable calibre should be introduced 
to determine the existence of a free pleural cavity. There are 
many cases in which such physical signs as lung excursion and 
the diaphragm phenomenon of Litten are wanting, that can, nev- 
ertheless, be successfully injected with gas. 

There is rarely enough actual consolidation of lung tissue 
to interfere with the injection, altho this has been considered by 
some to be a serious drawback to the operation. No case has 
come under our observation in which this point had to be at all 
considered. 

In theory there exists a little danger in the rather sudden 
compression of an entire lung, but in practice this is not to be 
thought of. Even when the active lung is involved in the tuber- 
culous process, there is no danger of overtaking it or of hasten- 
ing the disease process. Forlanini even goes so far as to say 
that if the lung in which the process is more advanced, be com- 
presst, there is improvement as well in the active as in the com- 
presst organ. During the past year a number of cases of bilat- 
eral tuberculosis has been treated by compression with the result 
that Forlanini called attention to. 

Another danger which was at first somewhat feared is that 
of pleural infection. In the earlier operations such precau- 
tions were taken as filtering thru sterilized cotton the gas used, 
and avoiding the entrance of air thru the needle. In the exper- 
iments that were made on the dog scarcely no precautions were 
taken, but no infections resulted. In a number of instances, or- 
dinary atmospheric air has been injected with the simple pre- 
caution of filtering it thru a glass tube packt with several layers 
of sterilized absorbent cotton, with no evidence whatever of in- 
fection. 

There has been no instance of permanent collapse of the lung 
in consequence of repeated intrapleural injections. In some in- 
stances a lung has been kept in a state of collapse for six months 
with perfect expansion as soon as the gas was absorbed, and in 
but four instances has the operation been followed by an effusion 
—which in every case was serous, as demonstrated by the aspir- 
ating needle. Occurring so rarely this pleural effusion cannot 
be said to be the result of the gas injections. In three of these 
cases the fluid was absorbed in from two weeks to three months. 
In one case which is still under observation the exudate has ex- 
isted five months. In this case the fluid will be allowed to re- 
main until the tuberculous process in the compresst lung has 
had ample time for cicatrization and then, unless there are indi- 
eations of absorption, aspiration will be resorted to. 

The possible accidents of the operation are syncope, paraly- 
sis from gas embolism or separation of a thrombus in branches 
of the pulmonary vein, hemorrhage from puncture of intercostal 
vessels, hemoptysis from puncture of lung, extensive subcutan- 
eous emphysema and intrapleural hemorrhage from laceration 
of bands of adhesions. Of these but one merits serious consid- 
eration because of its comparative frequency, unless specially 
guarded against. It is the tendency to syncope or faintness at 
the time the first injection is made. To avoid this it will only 
be necessary to allow the gas to flow rather slowly, or better, to 
interrupt the current from time to time, and to keep the patient 
in the recumbent or semi-recumbent posture for an hour or two 
after the operation. A sip of cold water, a tablespoonful of 
brandy, or the application of cold water to the face and head 
will usually quickly relieve this tendency of syncope. The oth- 
er accidents that one may imagine have been considered at 
length in a previous paper. They occur very rarely, and need 
not be considered here. The slight homoptysis that occasionally 
occurs when the needle has been thrust slightly into the lung 


when adhesions exist, is of no importance and needs no treat- 
ment. 
RESULTS. 

The results obtained from this method of treatment have 
been better than expected. In the previous communications 
referred to above, the rationale of the whole procedure was ex- 
haustively considered, and it will be remembered that the first 
suggestion of this method of dealing with pulmonary tuberculosis 
came from the improvement or cure of the disease in cases in 
which the diseased organ was subjected to the pressure of pleu- 
ral effusions. : 

Certain results may always be expected. The most markt 
and noteworthy of these are: 

(1.) Diminution of cough and expectoration except during the 
first day or two after the injection. If cavities have been com- 
presst the expectoration is always profuse immediately after the 
operation, and becomes decidedly diminisht after the first or 
second day. There are scarcely no exceptions to this rule. 

(2.) There is a remarkable effect upon the fever. In some 
of the cases injected when the temperature ranged from 100 to 
103.5 degrees daily, almost entire absence of fever was noted in 
from 48 to 72 hours after the compression of the diseased lung. 
This diminution of fever may be due in part to the absolute 
rest insisted upon with such cases, but the observations have 
been too numerous and uniform to leave any doubt about the 
effect of lung compression upon the fever of phthisical patients. 

(3.) There has been almost uniform gain in weight, es- 
pecially, of course, in those cases whose weight was below their 
normal. This gain in weight is sometimes very markt, some 
cases have gained as much as 30 or 40 pounds within eight or 
ten weeks. There probably is no single indication of improve- 
ment in pulmonary tuberculosis so valuable as this gain in 
weight. In 18 cases treated by compression, and recently re- 
ported by Loomis, a gain of weight was observed in 16. 

(4.) One very important effect of pulmonary compression 
by intrapleural injection of gas is the cessation, almost imme- 
diate, of hemorrhage. In the cases injected during an attack 
of hemoptysis the effect was almost immediate and perfect, and 
this must appeal even to those who are still skeptical of the 
curative effect of the procedure. It is a very easy matter to 
inject nitrogen gas, or even atmospheric air into the pleural cav- 
ity of a patient having a pulmonary hemorrhage, as it can be 
accomplisht with an ordinary aspirating syringe if the more 
elaborate apparatus is not at hand. In the past surgeons have 
gone so tar as to make a thoracotomy, and allow the lung to col- 
lapse in order to stop a desperate pulmonary hemorrhage. 

Having considered briefly the effects of pulmonary com- 
pression which may be noted, clinically, it may be well to sum 
up the reasons for the same. The effect upon the cough and 
expectoration is easily accounted for when we consider that 
the secretions in the air-cells and smaller tubes are removed, by 
the compression. The lung is at almost perfect physiologic rest, 
and the irritation occasioned by both the secretions and the 
respiratory movements is done away with. That cavities of va- 
rious sizes are compresst thoroly is shown by the very profuse 
expectoration that takes place immediately after a thoro com- 
pression. Stokes in his text book on “Diseases of. the Chest” 
noted a similar effect upon the cough and expectoration in cases 
of pulmonary tuberculosis complicated by pneumothorax. He 
also observed that these cases of pulmonary tuberculosis compli- 
cated by pneumothorax, unless there was,a very early death 
from shock of pleural infection, gained in weight and improved 
generally. Watson, in his work, mentions some cases in which 
the effect of pneumothorax upon the pulmonary disease was 
very favorable. 

The gain in weight observed in almost all of these cases 
is probably the result of diminisht absorption, and therefore of 
diminisht fever, possibly the compression of one lung and the 
diminisht oxydation incident thereto has some effect in this di- 
rection. 

SELECTION OF CASES. 

One very important point that has not been considered with 
sufficient thoroness heretofore is the selection of cases for this 
method of treatment. 

For reasons apparent to every one, when we consider what 
a vast difference there is in cases of pulmonary tuberculosis with 
respect to the amount of tissue involved, presence or absence 
of mixt infection, individual resistance, (which is rather an un- 
known quantity, yet a very important item), pleural adhesions, 
complications of other diseases, etc., it is obvious that nothing 
very definite can be said with respect to the selection of cases. 

Undoubtedly the most striking effect of compression has 
been observed in rather acute cases with considerable involve- 
ment of tissue, cases in which there was much cough and ex- 
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pectoration, considerable fever, rales heard over half or an en- 
tire lobe, with quantities of bacilli in the sputum. In such 
very acute cases the effect of compression has been, perhaps, 
most noticeable in that the cough, expectoration and fever di- 
minisht very rapidly, and after the gas had been absorbed, aus- 
cultation showed a very remarkable diminution of physical signs. 
In such acute cases as these the result is often astonishing. Such 
very acute and extensive lesions were first considered unsuita- 
ble for treatment by compression. Next to this class of cases 
may be mentioned those in which, tho the physical signs are 
rather slight, there are repeated pulmonary hemorrhages, with 
rather high fever and other markt constitutional effects. In 
one case of this class treated by intrapleural injection of nitro- 
gen, there was entire absence of fever after the third day, ces- 
sation of pulmonary hemorrhages, the cough and expectoration 
were materially diminisht and a gain of ten pounds in weight 
during the first two weeks while the patient was kept in bed. 
The injections in this case have been repeated every four weeks 
during the past six weeks, and at present the patient is apparent- 
ly entirely well. 

As a third class, especially suitable for treatment by com- 
pression, I would suggest those in which the lesions are rather 
more advanced, and in which the presence of cavities constitutes 
a serious barrier to the effort of healing. In such cases the coap- 
tation of the opposing walls of the cavities is often quickly fol- 
lowed by their organic obliteration. The effect of compression 
on the cavities in tuberculous lungs is sometimes seen in old 
phthisical lungs subjected to the pressure of an empyema or 
hydro- or pneumothorax. 

Further than this it is perhaps imposisble to classify the 
cases in which the intrapleural gas injections may be used. In 
his first communication to the American Medical Association, 
Dr. Murphy stated that the procedure was especially applicable 
to rather early cases of apical tuberculosis. Since that time, 
however, the results obtained have warranted the undertaking in 
much more advanced and in bilateral cases. Recently an unus- 
ually good result was obtained in a case of very advanced bilat- 
erial pulmonary tuberculosis upon which I operated for Dr. 
William E. Quine of Chicago. The patient was kept in bed and 
given three injections of nitrogen upon the side more advanced 
in the disease, at intervals of from two to three weeks. The 
effect upon the cough, expectoration and fever was immediate 
and pronounced, and there was considerable gain in weight. 

It is to be remembered that the effect of these intrapleural 
injections of gas is purely mechanical, and that nothing need or 
should be omitted in the way of hygienic or so-called constitu- 
tional treatment. 

The rationale of this treatment by compression has been 
previously considered, but we may sum up briefly a few im- 
portant points. 

(1.) Pulmonary tuberculosis is, in the beginning, at least, 
a localized lesion which tends to heal by cicatrization and never, 
(in the lung), by resolution. There is sufficient evidence to war- 
rant the statement that compression tends to favor and hasten 
this cicatrization about a focus of disease. 

(2.) The dissemination of tuberculosis in lung tissue by 
continuity or contiguity is slight and unimportant. It is the dis- 
semination of the disease along the air channels and the lymph 
vessels that is the source of danger; on account of the compara- 
tive quiescence of the compresst lung and the occlusion of these 
avenues of dissemination, spreading of the disease is impeded. 
In support of this it may be stated that newly formed tubercles 
are not seen in lungs that have for some time been in a state of 
collapse or compression. Old fibrous or caseous lesions are of- 
ten seen in such lungs. 

(3.) ‘Cavities are emptied of their secretion, and finally 
obliterated. 

(4.) Absorption of toxines is diminsht. 
lation is diminisht. 


The lymph circu- 


COUNTER-DRAINAGE. 


BY DENSLOW LEWIS, M. D., CHICAGO, ILL. 
President of the Attending Staff of Cook County Hospital. 


Our forefathers were accustomed to the care of pus. Ac- 
cording to their understanding, suppuration was an unavoidable 
and inevitable accompaniment of the healing process, and special 
provision was made in every operation for attending to the pus 
which, as they believed, was a necessary sequel to almost every 
surgical procedure, except the reduction of simple fractures. 
Since the inauguration of the aseptic era, it has been supposed 
that the consideration of pus was of minor consequence, because 
theoretically none should form in the course of ordinary opera- 
tions of election. As a matter of fact, in spite of the vaunted 
superiority of modern methods, asepsis is rarely complete, and 


the occurrence of pus is of sufficient frequency to warrant a 
careful inquiry regarding its etiology, a thoughtful endeavor re- 
garding its prevention, and a common-sense appreciation re- 
garding consistent treatment. 

In 1887, and for some years afterwards, it was our custom 
to fear the contact of pus with the peritoneum. We did not 
know that pus could be sterile, nor that the peritoneum could 
take care of a certain amount of infection. We dreaded a gen- 
eral peritonitis if a pyosalpinx ruptured. We were just begin- 
ning to understand that the peritoneal cavity can be walled off, 
and that adhesion-formation is the first step in peritoneal infec- 
tion—a conservative measure of great importance. Dominated 
by the master-mind of Fenger, many operations were performed 
in two tempi, so that what we thought might be a fatal peri- 
tonitis could be avoided. Moreover, our technic was not what 
it is to-day, and our knowledge of abdominal and pelvic sur- 
gery was necessarily limited, for no one could honestly lay claim 
to much experience. 

A pelvic cyst or abscess would be sutured to the parietal per- 
itoneum of the abdominal wound, and several days later, when 
firm adhesions had formed, an incision would be made for the 
escape of the contents and a drainage tube would be inserted. 
In cases of ovarian or tubal abscesses, and in many cases of ap- 
pendicitis, gauze would be packt into the wound, or perforated 
rubber tubing would be used. When extensive separation of 
adhesions had been necessary between the cyst or abscess and 
the abdominal viscera or parietes, there was often fear of sec- 
ondary hemorrhage, or, if a drop of pus escaped, of infection, and 
for that reason immediate closure of the wound was not practist, 
but the Mikulicz or other drain would be used for at least a few 
days. As a result of this method of procedure—a method still 
in use in certain cases—it would often be found that after the 
tube or gauze drain was removed a sinus would persist. At 
times rupture into an intestine would occur, and a fecal fistula 
would complicate the situation. The tendency would be for 
the pus to diminish in quantity, and the skin surface to close. 
Just as the operator would be congratulating himself that a te- 
dious case was at last convalescent, there would be chill, fever, 
pain, and reopening of the sinus, to permit the escape of a few 
drops of pus. Then the skin wound would close again, to be 
followed by systemic symptoms, a discharge of more pus, and 
another reunion of the cutaneous edges. This state of affairs 
I have known to continue for months and years, and in some 
instances the general health would be seriously undermined. 

Vaginal fistulae would also occur, chiefly thru inadequacy 
of the incision. We were not then entering the peritoneal cavi- 
ty by way of the vagina to the extent that is done now. We 
would, however, often recognize a collection of pus about the 
uterus as a result of what we then called “pelvic cellulitis.” In 
certain instances a vaginal incision would be made near the ute- 
rus, and gauze or tubing would be inserted for drainage. In 
these cases also, in spite of irregulations of various sorts, and 
the use of nitrate -of silver, peroxide of hydrogen and a variety 
of topical applications, the sinus would not close permanently, 
and only too often the pelvic abscess would extend and burrow, 
sometimes with serious menace to the patient’s life. 

After treating, or I may more properly say, trying to treat 
a number of these cases, I thought of the old principle of coun- 
ter-drainage, which our predecessors always taught, and practist 
from time immemorial. I had constructed in 1888 a forceps 
which I have used at least two hundred times since then, with 
most satisfactory results. 


The Denslow Lewis Counter-Drainage Forceps. 


In cases where the sinus opens upon the abdominal wall, 
the patient is placed in the exaggerated lithotomy position, Si- 
mon’s retractors separate the vaginal walls and the cervix is 
seized with vulsellum forceps. The counter-drainage forceps 
is introduced thru the sinus, and its point can be felt by the 
finger in a vaginal fornix. The cervix is pulled to one side, 
and a vaginal incision of sufficient length is made close to the 
uterus to avoid the ureter, so that the finger, blunt scissors or 
scalpel may be gently forced thru the parametrium and the 
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drainage-forceps may emerge in the vagina. A perforated rub- 
ber drainage tube, at least one-half inch in diameter, is then 
pulled thru, secured in place by a safety-pin, and thus counter- 
drainage is establisht. 

When the sinus is vaginal, the procedure is made in the 
reverse direction. The peritoneum, as is well known, does not 
reach to the symphysis. An incision can be made into the 
space of Retzius, the peritoneum can be pusht back out of the 
way, and the point of the counter-drainage forceps, introduced 
thru the vaginal opening, can be guided so that the tube may be 
made to pass from the skin incision into the vagina, also estab- 
lishing counter-drainage with equal facility and effectiveness. 
The treatment, once the tube is in place, is simple: Irriga- 
tion with boracic acid solution two or three times a day, soon 
puts an end to pus formation. The walls of the sinus or abscess 
cavity close round the tube. When suppuration has practically 
ceast, a smaller tube may be sewed to the one in use and 
pulled thru to replace it. Similarly, when there is no dis- 
charge, except, perhaps, a mucous oozing, some silkworm gut 
may be made to take the place of the smaller tube and, after a 
few days more, the gut may also be removed, and it will be 
found that the sinus will close and stay closed. 

I recall some ten or twelve cases seen during the past thir- 
teen years where an intestine, for one cause or another, would 
rupture into an abdominal or vaginal sinus,thus producing a fecal 
fistula. In these cases it was manifestly inadvisable, and in 
some instances impossible to sew up the tear in the intestine 
before separating it from the attachment, as Senn first recom- 
mended. Counter-drainage was resorted to, and in most in- 
stances the fecal fistula closed, as I now remember the facts, 
within two or three weeks, and the sinus itself within a like 
number of months. In these cases, and in all uncomplicated 
eases, it was noted that the establishment of effective counter- 
drainage was coincident with a normal temperature, an abscence 
of pain, a cesssation of all systemic symptoms, and a markt im- 
provement in the general health. 

Counter-drainage is also of use in the treatment of the sub- 
peritoneal variety of pelvic abscess, and in other pelvic abscesses 
that become adherent to the abdominal wall, or are stitcht to the 
abdominal incision. It is of use when the vaginal incision is in- 
adequate. Indeed, I may be permitted to insist that incision is 
not the only necessary procedure in the treatment of any ab- 
seess. Free escape of pus and bacteria is indispensable and 
provision must be made for the falling together of the walls of 
the abscess cavity and its ultimate obliteration. This is only 
possible by an incision that is more than sufficient, a drainage 
that is adequate, and by irrigation or other judicious treatment 
which shall favor closure by granulation. 

Most useful of all, indeed, almost indispensable, is counter- 
drainage, when the healing of a sinus is prevented by an in- 
fected suture deep down in the pelvis. Modern methods favor 
the use of catgut instead of silk within the peritoneal cavity. 
and the catgut now obtainable is practically safe. In the past, 
silk was usually preferred, sometimes with unfortunate results 
if infection occurred. When counter-drainage is used in an old 
sinus, suppuration will often continue until an infected knot or 
suture comes away during irrigation. I have thought, in many 
of these cases that persisted for months and then speedily closed, 
that the suture or whatever else was keeping up the suppuration 
must have come away without our knowledge. 

Sometimes counter-drainage is not enough. The general 
health may improve, but the suppuration will continue or, in 
spite of effectual drainage, systemic symptoms may be intensi- 
fied. Here it becomes evident that a radical operation is im- 
perative, and often an intestine will have to be closed by suture 
and variable measures will be necessitated. A second abdomi- 
nal section must be performed, and the pathological conditions 
discovered must receive attention. 

A perfected technic in abdominal and pelvic surgery in- 
eludes in turning in of all raw surfaces, so that when the opera- 
tion is concluded, as I have often said, nothing but peritoneum 
will be opposed to peritoneum within the peritoneal cavity. The 
Staffordshire knot is a thing of the past. The ovarian artery 
should be tied by itself, and the knot should be buried, loosen- 
ing peritoneum from the uterine wall for that purpose, if nec- 
essary. When the broad ligament is tied across its base by a 
row of sutures, as is often convenient, a continuous catgut sut- 
ure will advantageously unite the peritoneal surfaces. Indeed. 
in all operations within the belly, raw surfaces must be avoided 
almost at any cost. When the intestine is denuded of more than 
its serous covering to any great extent, even resection may be 
preferable to the risk of ileus. These considerations and other 
details of an improved technic will limit and ultimately, without 


or vaginal section. In the meantime, while the sinus and fis- 
tula still occur, the advantage and usefulness of proper counter- 
drainage must be recognized and appreciated. 


AN X-RAY AND DISSECTION OF THE URETER AND UTE- 
RO-OVARIAN ARTERY, THE UTERO-OVARIAN 
VASCULAR CIRCLE. 


[The Circle of Byron Robinson. ]* 
BY BYRON ROBINSON, B. S., M. D., CHICAGO, ILL. 
Professor of Gynecology and Abdominal Surgery in Harvey Medical College. 


The large cut presented herewith illustrates a reproduction 
of an X-ray photograph on the left side, and a dissection of the 
right side of a uterus, pregnant three months. The X-ray pic- 
ture was taken for me in Dr. Harry Pratts X-ray and electro- 
therapeutic laboratory. It was magnified by Dr. Wm. EB. Hol- 
land for the artist, Mr. Z. Klapper, to follow as a model. 

At the post-mortem I injected the genitals in situ. In the 
left common iliac artery was forced starch and red lead, which 
shows so well under an X-ray. In the right common iliac ar- 
tery celluloidine and vermilion was used—which failed to show 
under an X-ray. Both ureters were filled with red lead and 
starch, which also show under the X-ray. The uterus had ex- 
pelled its fetal contents five days before death. The subject 
was about 32 years old, with a history of four living children and 
several miscarriages. As this cut on the left side is accurately 
drawn from nature under an X-ray, I shall use it as a standard 
reference. 

I shall divide the genital circle of utero-ovarian artery into 
five segments, of which a concise description will be here pre- 
sented, based on (a), local structures and functions; (b) bifuri- 
eations of the utero-ovarian artery, (c) for convenience of de- 
scription and signification. 

‘the genital vascular circle or utero-ovarian artery consists of 
(1) A straight segment, viz.: (a) the abdominal aorta; (b) common 
iliac, and (c) the internal iliac. (2) The spiral segment, viz.: 
the 5 segments, (a) pelvic floor, (b) uterine, (c) oviducal, (d) ovar- 
ian arteries, and that of (e), the round ligament. 


THE PELVIC FLOOR SEGMENT. 

This segment extends from the origin of the utero-ovarian 
artery in the hypogastric artery to the level of the internal os 
uteri. This is the surgical segment dignified into importance by 
(a), the arterio-ureteral loop (2); (b), the distal arterio-ureteral 
crossing (2); (c), the cervical loop (8); (d), the distal bifurcations 
(22) of the utero-ovarian artery; (e), the uretero-cervico-arterial 
triangle or the lateral cervical triangle, (2, 19, 4); (f), the cervico- 
vaginal artery (22); and (g), the arteria ureterea distal (at 2). 
I shall divide the pelvic floor segment by means of the ureter 
in the external portion (1 to 2), (external two-thirds, about 2 
inches), and internal portion (2 to 4), (internal one-third, about 1 
inch). In the present pregnant case the pelvic floor segment 
is exactly 4 inches in length, and divided equally, in the middle, 
by the ureter, (20, 19 at 2). The cervical loop, (8), in the pres- 
ent case, is 2 inches in length. It enlarges and unfolds during 
gestation. It is the long cervical loop, (8), which enables the 
operator to avoid wounding the ureter in hysterectomy, saving 
many women from suffering and death. The pelvic floor seg- 
ment crosses proximal to (above) the ureter (20, 19 at 2), so that 
in pregnancy the proximalward movements of the uterus may 
not kink and obstruct both the artery and ureter. In the dog, 
cat, rabbit, cow, pig and sheep my dried and wet specimens show 
that the uterine artery, unlike in woman, passes distal to (under) 
the ureter. The monkey and higher apes resemble man in the 
arrangements of the uterine artery and ureter. 

The pelvic floor segment sends the distal arteria ureterica to 
the ureter at the point of distal arterio-ureteral crossing (2). In 
this segmant occure the distal bifuricatio arteria uternae (22), 
or distal bifurcation of the utero-ovarian artery which is of ex- 
treme surgical importance in hysterectomy, and certain cervi- 
eal lacerations. 

The lateral cervical triangle (2, 19, 4), located on the lateral 
cervical border is composed of the ureter as a base (2 inches, 2 
to 19), the cervical loop (3), as one side, (1 inch) and the distance 
from the lateral border of the internal os uteri (4) to the vesical 
orifice of the ureter (19) for the other side (1% inches). — This 
triangle is of extreme importance in vaginal hysterectomy as one 
of its sides, the cervical loop, must be ligated. The pelvic seg- 
ment lies in a vast bed of loose connective tissue in the base of 
the ligamentum latum, is extensively mobile, slightly spiral, but 


*So named in an article by Dr. Wm. E. Holland, in the American Journal 


doubt, will do away with suppuration, as a sequel to abdominal 
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strongly loopt, it loops the ureter, lies in a vast venous plexus 
and sends branches to the cervix, vagina, ureter and adjacent 
structures. The cross (+) indicates that a ramus lateralis uteri 
passes to the posterior surface of the uterus. 

The cervico-vaginal artery (22) divides before it reaches the 
cervical border in two branches; one supplying the posterior and 
the other the anterior cervical wall, which makes a vascular 


(5) cervical border, and 


The Utero-Ovarian Vascular Circle. 


um from the os uteri internum (4) to the utero-oviducal angle (6). 
It is located about one-third of an inch from the myometrium 
lying in a rich bed of connective tissue. It sends off the rami 
laterales uteri to the cervix (22), corpus (23), and fundus (24), 
each of which differ in characteristics. The rami laterales to 
the cervix (22) divide dichotomously supplying the anterior and 
posterior cervical wall, making a triangular lateral exsanguiated 


right side. 


(THE CIRCLE OF BYRON ROBINSON) 


“boot-jack” angle on the lateral cervical border and a conse- 
quent exsanguinated lateral cervical zone. This blooaless zone 
explains why women in labor with lateral cervical lacerations do 
not die from hemorrhage. nterior-posterior cervical lacera- 
tions bleed vigorously because one or both of the “boot-jack” 
vascular arms of the cervical artery becomes torn. 
THE UTERINE SEGMENT. 

This segment passes in a sinuous winding course along the 

lateral uterine border between the blades of the ligamentum Iat- 


cervical zone between the vascular arms of the cervical ramus. 
Those to corpus (23) and fundus (24) are destined either for por- 
terior or anteriar corporeal or fundal wall producing a longitudinal 
and fundal exsanguiated zone. This pregnant uterus has (about) 
200 rami laterales uteri, in general the larger in size and number 
pass to the posterior uterine wall. The uterine segment practi- 
eally begins at the bifureatio arteria uteria distal (22), and 
ends at the bifurcatio arteria medial (6). This segment is al- 
ways spiral and loopt, but more straight in advanced pregnant 


Uterus pregnant 3 months drawn 
from an X-ray on the left side 
and’ from a dissection on the 


The X-Ray was taken in Dr. 
Harry Pratt’s X-Ray Laboratory, 
Chicago. 
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distension. The uterine segment lies in a mobile bed of con- 
nective tissue, and almost -concealed in a vast plexus of veins. 
There is ample distance between the uterine segment and the 
uterus (myometrium) to sever the rami laterales uteri without sev- 
ering the uterine artery (genital circle). In other words the 
uterus can be removed without cutting the utero-ovarian artery 
or the genital circle (Pratt’s operation). 

There are almost always three large rami laterales uteri, viz.: 
the cervico-vaginal (22) to the cervix, second, the ramus at the 
level of the ligamentum ovarii (near 6), passing to the junction 
of the corpus and fundus and third, a ramus at the level of the 
oviducal angle (24), chiefly posterior, passing to the fundus. Of 
the rami laterales uteri, those to the cervix (22) (long and large) 
pass distalward at an acute angle, those to the corpus (23) (short 
and small), pass at a right angle, while those to the fundus (24) 
(long and large) pass proximalward at an acute angle from 
the uterine segment. The rami laterales uteri are always spiral 
and anastomose with their opposite fellows, which is transverse 
anastomosis (A, B, C); they anastomose with their adjacent fel- 
lows, which is longitudinal anastomosis, (especially at the later- 
eral uterine border), and the 3 superimposed vascular strata of 
the perimetrium, myometrium and endometrium anastomose 
with each other, which is a perpendicular anastomosis making 
the uterine circulation compact and solid. A. B. C. shows the 
location of both longitudinal and transverse anastomoses. In 
pregnant subjects as shown in my experience fluid injected in 
the common iliac artery on one side, rapidly passes in large 
quantities to the common vascular zones. The topography and 
distribution of the rami laterales uteri present three exsangui- 
nated zones.: central longitudinal, lateral cervical and fundal, 
all of profound signification and importance in gynecological sur- 
gery. The author’s operation of endometrectomy and partial 
myomectomy is based on the exsanguinated central longitudinal 
zone. 
THE OVIDUCAL SEGMENT. 


This segment extends from the utero-oviducal angle (6) to 
the external pole of the ovary or to the distal end of the ovarian 
segment (9). The oviducal segment consists of two branches, 
namely, the ramus oviductus (6, 8, 8, 9) and the ramus ovarii 
(6, 7, 7, 9). The oviducal segment presents what I shall term 
the ovarian vascular circle, (6, 7, 7, 9 and 6, 8, 8, 9), which is com- 
posed of the ramus ovarii and ramus oviductus, which unite in- 
ternal (6) and external (9) to the ovary. In this subject both 
branches send long (86 and 34), and short (88), helicine arteries 
to the ovary. The oviducal segment ends and begins where its 
two branches anastomose (6 and 9). The oviducal segment 
emits rami laterales ovarii (88) and rami laterales oviductus (31, 
82 and 88). It begins at the bifurcatio arteria uterinae medial 
(6) and ends at the bifurcatio arteria uterinae proximal (9), and 
is generally accompanied by two veins. By severing the lateral 
branches of the ramus oviductus close to the oviduct one can re- 
move the oviduct without cutting the genital vascular circle or 

the ramus oviductus. By severing the lateral branches (38) of 
the ramus ovarii the ovary can be removed without cutting the 
ramus ovarii or the genital vascular circle. . 

In the present pregnant case the ovarian vascular circle (6, 
7-7, 9 and 6, 8-8, 9) is extremely well developt and prominent on 
both sides. It is one of the original Wolffian vascular arches. 
The rule is that the ramus ovarii send 5 short very spiral heli- 
cine branches (88) to the ovary, and the ramus oviductus sends 
three long sinuous helicine branches (34 and 36) to the ovary 
and three large long sinuous branches (31; 32 and 33), to the 
oviduct. It has a phenomenal development during pregnancy 
in man and animals. 

The oviducal ampulla receptaculum seminis is attended by 
an enormous blood supply (83 and 40). 

THE OVARIAN SEGMENT. 


This segment extends from the oviducal pole (9) of the ovary 
to the aorta near the origin of the renal artery (12). In this 
segment is found the proximal arterio-ureteral crossing (11) with 
the proximal ureterica. The ovarian segment begins at the 
proximal bifurcation of the utero-ovarian artery, Bifutcatio ar- 
teria uterinae proximal (9) and ends at the original location of 
the Wolffian body along the aorta (12). From the proximal ar- 
terio-ureteral crossing (11) the ovarian segment passes close to 
and externally parallel with the ureter (20, 19), as far as the 
ligamentum su.pensorium ovarii (9). In its course it sends sev- 
eral branches to the ureter, peritoneum and adjacent structures, 
but especially strong branches to the ligamentum suspensorium 
ovarii (85 and 34), where numerous additional arches and 
branches may be recognized in pregnant subjects. It is very 
spiral in its distal portion, but straight from its origin in the 
aorta to the proximal arterio-ureteral crossing (11). It develops 
rapidly during gestation in man and animals. The ovarian seg- 


ment lies in a vast bed of connective tissue and possesses exten- 
sive mobility. 
THE ROUND LIGAMENT SEGMENT. 

This segment extends from the deep epigastric (21) to the 
ramus oviductus near the utero-oviducal angle (6). It lies in the 
center of the ligamentum rotundum uteri and is very tortuous. 
It begins practically at the middle bifurcation of the utero-ovarian 
artery, bifurcatio arteria uterinae medial (6) and ends in the deep 
epigastric artery (21). It has a wonderful development and tor- 
tuous course during gestation. Its origin from the deep epigas- 
tric (21) may be by two branches which dwindle to one or two 
in the middle of the round ligament (14). It arises from the 
ramus oviductus (13 and 8), frequently also by two branches, one 
of which passes to the uterine fundus along the round ligament. 
At both extreme ends it is strongly loopt. In its middle it is 
more straight. It is not easy to decide the direction of the blood 
in the round ligament segment. 

In the middle of the round ligament the blood current is very 
feeble in the resting genitals. This segment is best injected thru 
the common iliac or femoral; however, it can be injected from any 
point of the utero-ovarian artery. It should be ligated in hyster- 
ectomy. 

GENERAL. 


The utero-ovarian artery consists of a tripedal arch, the feet 
of which are located; one on the internal iliac (uterine 1), a sec- 
ond at the deep epigastric (that of the round ligament (15), and a 
third foot (the ovarian), on the anterior surface of the aorta near 
the renal artery (12). The vascular arches of the genitals were 
originally formed in the Wolffian body and two of its feet moved 
distalward on the iliacs due to the erect attitude. The utero- 
ovarian artery is subject to age relations and passes thru sexual 
crises and sexual phases; i. e. (a), The phases of fetal and child- 
hood life; (b), the crisis of puberty; (c), the crisis of menstruation; 
(d), the crisis of gestation; (e), the crisis of menapause, and (f), 
the phase of senility. 

The spiral segment of the genital vascular circle consists of 
a grand arch formed in the Wolffian body, and from which 
emerge rami laterales genitales to nourish the genital tract. The 
utility of the spiral segment of the genital vascular circle con- 
sists in its capacity to allow sudden and extensive genital move- 
ments in all directions, but especially proximalward during ges- 
tation and distalward during surgical intervention. The spiral 
segment of the resting genitals is sufficiently long and mobile to 
allow the genitals to be drawn by traction forceps into the vulva 
for inspection, palpation and vascular ligation, treatment and 
partial or general removal. 

The spiral segment is dignified by gynecological surgery into 
the most important of all arteries from its quent and import- 
ant uses and its relation to the genitals and ureter (distal, 2, and 
proximal 11, arterio-ureteral crossings). It lies ventral to the 
ureter. It can be injected from any point in its course. 

The genital vascular circle is almost identically the same in 
man and lower animals, except in bovine, which possess an extra 
anastomotic genital arch thru the addition by anastomosis of the 
larger vaginal artery. In the horse the aortic or pudic each gives 
off one branch, which later divides into the uterine and ovarian, 
thus forming the utero-ovarian vascular circie of the author. 
It is a grand arcade formed in the Wolffian body. 

All the rami laterales uteri anastomose with each other. The 
spiral segment of the genital vascular circle may be ligated (Gotts- 
chack-Martin operation, independently suggested by Dorsey), at 
any point bilaterally, at the same time, without gangrene. The 
result is merely atrophy of the genital parts whose blood supply 
is cut off by the ligature. There is a special system of fine ar- 
terial branches passing from the utero-ovarian artery to the vast 
venous plexuses of the genital tract. 

The utero-ovarian artery appears to me to treble itself during 
gestation which would make the uterus receive six times more 
blood during the gestating than during the resting state. The 
reason that woman does not bleed to death at labor and from 
uterine (cervical) lacerations is because of the exsanguinated ute- 
rine vascular zones, and especially because the vessels lie sur- 
rounded by the meshes of muscular bundles which act like liv- 
ing ligatures in checking hemorrhage. 

The solid and compact anastomoses of the entire lateral 
branches to the uterus (bilateral) and oviduct (unilateral) enables 
the uterus or oviduct to entice and direct the main blood current 
to any point of the endometrium or endosalpinx which may be 
stimulated or imitated as in pregnancy or tumors. Hence wheth- 
er an ovum becomes fixt to the endometrium or endosalpinx, the 


| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
i 
i] 
| 
| 
| 
| 
| 
| 
| 
| 
} 
| 
| 
} 
| 
| 
‘ 


\ 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


93 


arrangement of the blood apparatus of the uterus and oviduct is 
so compact in anastomosis that the chief stream tends to wher- 
ever the gestating point is located. . The solid anastomoses of 
the utero-oviducal apparatus explains the fact that the ovum 
thrives so vigorously in the oviduct. 

In ail animals I have dissected with regard to the utero- 
ovarian artery (man, monkey, ape, cow, sheep, horse, dog, cat, 
pig, bear, guinea-pig, rat and rabbit), I found that the largest and 
strongest of all rami laterales uteri tended toward and supplied 
the usual point of gestation as the fundus in man, ape and mon- 
key, and the cornua uteri in lower animals, - 

It is an error to attempt to locate the point of anastomosis 
of the utero-ovarian artery as it is a single, indivisible, grand ar- 
cade. The utero-ovarian artery sends branches to the ligamentum 
latum mesosalpinx peritoneum ureter and tissue adjacent to its 
course. 

The ovarian segment with the ovarian vein forms the uretero- 
venous triangle (author). This uretero-venous triangle is a con- 
stant structure, and is composed of the ureter on the external side, 
the renal vein on the proximal side, and the vena cava and ovar- 
ian vein on the internal side. The apex of the right uretero- 
venous triangle extends more distalward than the teft, and may 
extend distal to the iliac crest. 

The longitudinal exsanguinated zone, located in the central 
longitudinal axis of the uterus, allows the uterus to be bisected 
longitudinally with but slight capillary hemorrhage. It would, 
perhaps, not be fatal in the resting uterus. 

The lateral cervical exsanguinated zone allows lateral cervi- 
eal laceration with limited non-fatal hemorrhage. The fundal ex- 
sanguinated zone, the usual location of the uterine myomata, al- 
lows myomectomy with limited and non-fatal hemorrhage. 

Nos. 27, 28, are vesical arteries; 29, obturator; 30, internal 
pudic; 31 (left side), superior gluteal; 32 (left side), inferior gluteal. 

Nos. 34, 34 and 35 represent vascular arches formed in the 
Wolffian body, which gives additional proof that all the arches of 
the genital vascular circle arose in this body. 

No. 40 shows the vast network of blood vessels supplying the 
oviducal ampulla. D shows when a section of the aorta has 
been removed to shorten it (to lessen the size of the cut). The 
+ cross is placed at the location of the inter :al os. 


PREVENTION AND MANAGEMENT OF INFECTION OF 
THE BREAST DURING LACTATION,* 


BY C. S. BACON, Pu. B., M. D., CHICAGO, ILI. 
Professor of Obstetrics, Chicago Polyclinic. 


Infection of the breast should be carefully distinguisht from 
simple congestion of the breast, caused by the establishment of 
the milk secretion, or by allowing too long an interval between 
nursing, and also from the so-called “milk fever.” It is general- 
ly due to a genital wound infection. The infecting agents are 
generally staphylococci, and sometimes streptococci. They are 
most frequently brought te the nipple by the uncleaned fingers 
of the mother or nurse, or by the face of the child, contaminated 
with minute particles of pus from sore eyes or from small boils. 

The diagnosis between infection and simple congestion is 
determined by the presence of chills and fever in infection. The 


_ determination of the question whether the infectious process has 


resulted in the formation of an abscess or not, is made by the 
use of diagnostic aspiration with a large hypodermic needle. 

Before the beginning of lactation, careful washing of the 
nipple with soap and water is all that is needed to make its skin 
healthy and resistant. All measures tending to improve the 
general health, improve the resistance of the tissues, and help in 
the prevention of the breast as well as all other infections. Af- 
ter nursing begins, we should avoid contamination of the nipple 
with bacteria, avoid nipple wounds and heal them as quickly as 
possible when they once appear. 

The practice of nurses and patients of pulling on the nipple 
should be forbidden. 

Any pustules on the face or neck of the child must be care- 
fully evacuated and the child’s face must be carefully cleaned be- 
fore it is put to breast. 

Suppurating “glands of Montgomery” must be carefully open- 
ed, evacuated, and then sealed with colodion before the child 
nurses. 

The nipple should be washt with clean water before nursing, 
and with 75 per cent alcohol immediately after nursing, and 
then protected from the clothing by a layer of clean gauze. 


*Paper read before the Mississippi Valley Medical Association. 


The child should not be allowed to remain too long at the 
nipple on account of the danger of macerating it. | When fis- 
sures or abrasions appear, a nipple shield should be used. The 
shields on the market are frequently improperly made, and may 
themselves injure the nipple. The best shield is made of glass 
with the nipple directly attacht. The bowl should be so large 
and deep, that the nipple is not constricted or pulled too closely 
against the end. The shield should be carefully washt after each 
nursing and put away dry. 

When, nipple wounds become infected and the symptoms of 
chills and fever indicate a deep infection of the breast, nursing 
from the affected breast should be entirely stopt and the breast 
should be supported and put to rest by a proper bandage. The 
simple circular bandage, the double Y bandage, or the roller ban- 
dage of Harris may be employed. A very valuable adjuvant 
— bandage is the ice bag continually applied to the affected 
obe. 

Under this plan of treatment most cases of infection will 
disappear in 60 to 80 hours, when nursing may be carefully re- 
sumed. If in spite of this treatment slight fluctuation or an in- 
crease in temperature raises the suspicion of the presence of pus, 
the asperating needle must be used. If matter is found it should 
be opened at once. Infiltration anesthesia renders what was 
formerly a formidable operation a simple procedure. This small 
incision is kept open for two or three days, but the breast in 
the meantime is kept well bandaged and supported. Later ab- 
scesses are to be opened as soon as their presence is satisfactorily 
determined. In this way the large abscesses, involving a quarter, 
sometimes one-half of the breast, with their attendant drain up- 
on the patient, are avoided. 


SURGICAL NOTES. 


A simple operation. for the radical cure of hemorrhoids is de- 
scribed by Dr. J. R. Pennington, of Chicago, in Journal of Amer- 
ican Medical Association, of December 21, 1901. With the pa- 
tient in the lithotomy position, when anesthesia is complete, the 
sphincter ani is thoroly divulst. Each anal quadrant is then 
graspt at the mucocutaneous junction with T forceps, and held 
by assistants. The posetrior quadrant is first fully everted, and 
(with scissors curved on the flat) an ellipse is removed from the 
apex of the hemorrhoid, commensurate with its size. This is fol- 
lowed by the escape of blood. As soon as the bleeding is partial- 
ly arrested by gauze pressure, all of the angiomatous tissue is 
removed, when the wall collapses. This leaves little, if any, de- 
nuded surface.. Each pile is treated in the same manner. Hot 
saline solution flows over the field during operation. If twist- 
ing of bleeding vessels fails, they may be ligated. The forceps 
are then removed and external tumors cut gif, avoiding incis- 
ion in the mucocutaneous junction. Antiseptic powder is dusted 
on, and a rubber covered tampon is introduced and anchored to 
the dressings outside. This operation leaves no tender and ob- 
structive stumps to slough nor nerves caught, neither are nerves 
and tissues painfully burned. A fibrinous exudate is deposited. 
The danger of stricture is obviated. In 48 hours a cathartic is 
given and the tampon removed, and the patient is out of bed in a 
week or less. 

Dr. Normal H. Pierce, of Chicago,in an article on the treat- 
ment of purulent accumulations in the antrum of Highmore (Phil- 
adelphia Medical Journal, December 21, 1901), says he believes 
that the ostium and accessory openings into this antrum have 
not been used with the frequency they ought in the diagnosis and 
treatment of empyema. He thinks there is strong evidence to 
warrant the statements; (1) that in diseased antra accessory open- 
ings are more frequently found than in healthy anthra; (2) that 
in a certain number of cases the ostium may be used to irrigate 
the antrum; (3) that in all cases whether for diagnosis or treat- 
ment, the surgeon should try for the ostium or accessory openings 
before resorting to surgical puncture, whether thru the inferior 
or middle meatus, the canine fossa or alveolar process; and, (4) 
that it is of no importance whether the antrum is irrigated thru 
the ostium or an accessory opening. 


Abbe says (American, Medicine, December 21, 1901), there is 
a growing opinion among practical men that cancer is at first a 
purely local affection, and hence may be extirpated with the knife. 
The great danger lies in leaving cancer cells in the tissues, and 
“recurrence” is not a return of the disease but a continued growth 
of left-over particles. We should go wide of the apparent can- 
cer limit, and no greater help has come to hand to aid this wide 
cutting than the Thiersch method of skin grafting. He says 
radical cure can be hoped for in a few cases. In experience in 
operating on more than 150 cases of cancer he has been able to 
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hear from more than half of them. Of these fully 50 per cent 
survived the 3-year limit, one case survived 6 years, one 544 years, 
four 4 rooms, etc. Five years ago the author operated for can- 
cer of the breast upon the wife of Dr. Morton, the discoverer of 
anesthesia. At the time of operation she was 72 years of age, and 
has, as yet, no recurrence. The author recites a number of cases 
operated upon and gives the results. - 


Nephropexy by the method advocated by Ferguson of Chicago 
has found a warm supporter in Dr. Carl Beck, of New York. He 
reports a case in New York Medical Journal, December 7, 1901. 
The patient was a woman of 20 years, with right movable kidney 
which, after being exposed by a lumbar incision, was perforated 
near its lower pole by a trochar of a moderately large size, a pro- 
cedure which caused but little hemorrhage. The margin of the 
spinalis dorsi muscle was incised then, and a bunch of fibers, just 
large enough to pass the renal buttonhole, loosened. By a Pean 
forceps this band-like muscular flap was drawn thru the renal hole 
made by the trochar, then the end of the flap was fastened some- 
what below its former muscular bed by silk sutures. Thus 
the kidney was held in situ only by living tissue. There was 
no reaction, and the operation seems to be a success. 


Sherrill (American Medicine, December 21, 1900), states that 
tuberculosis of bone, occurring most frequently in the young, of- 
ten appears to be a primary lesion, but that in the majority of 
cases an infection atrium is present either in the skin or in a 
mucous membrane, and that the bacteria are carried by means 
of white blood corpuscles to the marrow—the locus minoris re- 
sistentiae next in frequency to the lungs and lymph-glands. Slight 
trauma rather than severe trauma is an important factor in de- 
termining the lodgment and development of the germs. The pro- 
cesses then resulting are, according to Koenig’s classification (1) 
granulation, (2) necrosis, (3) infarct and (4) osteomyelitis. After 
discussing the pathology and course of the above, together with 
“eold abscess,” Sherrill takes up the symptomatology, prognosis 
and treatment of the condition. With regard to the latter, he 
takes the ground that altho the chief factor is rest for the inflamed 
part, with such position as will favor the circulation, “the general 
health of the patient must not be sacrificed for position and rest, 
the ambulatory treatment of disease of the vertebra, femur, etc., 
obtaining rest for the part and aiding in bringing up the general 
health. 


Now that surgeons are opening the pericardium for all sorts 
of things, an article by Dr. R. H. Babcock, of Chicago, on ‘“Adher- 
ent Pericardium” should be of interest to every operator. Dr. 
Babcock says (Philadelphia Medical Journal, Deecember 21, 1901) 
that all eases may be divided into two forms: (1) As a result of 
pericarditis interna, which has led to a more or less complete and 
firm union of the tavo layers of the sac without adhesion to the 
surrounding structures; (2) as a result of pericarditis interna et ex- 
terna, which has caused adhesions not only between the peri- 
and epicardium, but also between the sac and the contiguous 
structures. This form has also been called chronic adhesive or 
fibrous mediastino-pericarditis on :.ccount of the extensive devel- 
opment of fibrous tissue within the mediastinum, with consequent 
union of all the structures therein contained. The symptoms vary. 
In one case they are referable to stasis within the pulmonary ves- 
sels, shortness of breath on exertion, cough due to bronchial con- 
gestion, and a markt disposition to attacks of bronchitis. In 
another palpation either with or without dyspnea are produced 
by efforts and excitement, occasioning much discomfort and at 
times alarm. In these cases the pulse is apt to be persistently 
rapid; it may be irregular and the cardiac impulse is exaggerated 
in force and extent. In a few cases withort co-existing valvular 
defect, the distu.bance of circulation is not pronounced, being 
shown only by digestive disorders lasting for years and attribu- 
ted to simple dyspepsia. Generally there is nothing to distin- 
guish them from ordinary cases of mitral disease or from chronic 
dilatation. Physical examination generally discloses enlargement 
of the liver, which always has a tendency to return to its large 
size as soon as treatment is discontinued. Diagnosis is some- 
times easy; at other times very difficult. It is difficult when 
the sac is adherent to the heart, but not to the neighboring struc- 
tures. The diagnostic signs are inspiratory distension instead of 
the normal inspiratory collapse of the external jugular or other 
superficial veins, (known is Friedreich’s si_-), pulsus paradoxus 
(not always constant nor reliable) and cardiac hypertrophy. When 
the pericardium is adherent to the chest wall or diaphragm it is 
easy and certain. Finally, in some cases in which positive signs 
cannot be obtained, the diagnosis of this condition is rendered pos- 
_ sible by a process of exclusion, together with the history of a 
previous rheumatic attack and the discovery of an hepatic en- 
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——— for which no other predisposing cause can be ascer- 
ned. 


Bond (American Medicine), refers to the frequency of frac- 
tures in the insane, and to some investigations of different auth- 
ors, notably Campbell, that go to demonstrate that the liability to 
fractures exhibited by the insane is due largely to disturbances 
in the nutrition of the bone—a fact of considerable practical and 
medicolegal value. 


From a study of 35 cases of chancre of the tonsil, Dr. J. E. 
Rhoades (American Medicine, December 14, 1901), reaches these 
conclusions: (1) Chancre of the tonsils is often unrecognized be- 
cause hypertrophy and inflammation are so frequent and are so 
closely simulated by the early symptoms, which often differ little 
from an ordinary sore throat; (2) an enlarged and indurated tonsil 
with a superficial ulcer upon its surface, accompanied by en- 
largement and induration of the contiguous submaxillary gland 
and which is unchanged by a prolonged course of treatment ren- 
ders a diagnosis of chancre probable; (3) the character of the 
chancre depends upon the original condition of the tonsil as to 
size, the amount of follicular inflammation and the coincidence 
of a mixt infection; (4) a certain diagnosis cannot be usually made 
until the general eruption of the disease; (5) the explosion of the 
disease is no more severe than in chancre, elsewhere; (6) the dis- 
ease is contracted by direct contact or by various media, carrying 
the virus; (7) when one considers the frightful contagiousness of 
syphilis and the frequency with which it is conveyed to innocent 
persons, the necessity for most careful use of the throat and nose, 
dental and other surgical instruments, clinical thermometers, etc., 
is apparent; (8) separate instruments should be used for exami- 
nation and treatment of known syphilitics, but the possibility of 
contamination before the existence of the lues has been recog- 
nized make it imperative that every operator should employ a 
rapid and efficient disinfection or sterilization of instruments af- 
ter the examination or treatment of every ; ctient. 


In American Medicine, November 23, 1901, Dr. W. L. Rod- 
man, Professor of Surgery in the Medico-Chirurgical College of 
Philadelphia, reports a case of perforating typhoid ulcer in a 
child of 12 years in whom abdominal section was performed. The 
case was an unusually severe one, and the pulse and temperature 
were high from the onset. Gastrointestinal irritation was markt 
and vomiting and diarrhea were present early. The patient was 
admitted to the hospital June 18th, and the operation was per- 
formed on July 19th. Complete recovery followed. 


GYNECOLOGICAL NOTES. 


In view of the opinion held by some that ruptured tubal preg- 
nancy is nearly always the cause of pelvic hematocele, there is 
import in a recent article by Freund, a synopsis of which ap- 
pears in American Medicine, December 21. The author reports 
four cases of pelvic hematocele in which ectopic gestation could 
be excluded with certainty, and Kober reports two more such 
cases. In the first, the Douglas sac was filled with blood-clots, 
but the tubes and ovaries and adjacent organs were thruout nor-: 
mal; there was no enlargement of the tubes, nor abnormal ap- 
pearance of the fimbriae. In the second case, altho the tubes 
and ovaries were so involved that their removal was deemed 
necessary, yet the microscopic examination showed no evidences 
of pregnancy and it was thought some severe bodily exertion 
caused hemorrhage from tissues charged by inflammatory pro- 
cesses, 


At the last meeting of the Southern Surgical and Gynecologi- 
cal Society, Dr. H. A. Royster, of Raleigh, N. C., reported a re- 
pair of a complete laceration of the perineum in a girl nine years 
of age—torn by the accoucheur at the time of her birth! The at- 
tending physician was very old. Owing, probably, to dimmed 
eyesight, and infirmity, a breech presentation was evidently mis- 
taken for a vertex position, and the obstetrician, introducing his 
finger into what he thought was the child’s mouth, but which 
was really its vagina, exercised traction, and the resuit was a 
complete laceration of the baby’s perineum. No immediate harm 
came from the accident, and it was resolved not to attempt a res- 
toration of the injured region until the girl was considerably older. 
During the fall of 1900, she came first under the observation of 
Dr. Hubert Haywood, who related the above facts, and kindly 
referred the patient to Dr. Royster for operation. The parts 
on examination showed a quantity of dense scar tissue. The 
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tear extended into the vagina to the depth of a half inch, and the 
sphincter-ends were plainly seen on either side. No inconti- 
nence of feces had occurred. On November 15, 1900, under chlo- 
roform anesthesia, a butterfly-shaped denudation was made in the 
vagina and the exposed edges of the rectum pared, taking pains 
to dissect out the torn sphincters. The rectal tear was then 
united with catgut sutures, which were tied inside the bowel and 
cut short. Silkworm gut was used for closing the vaginal sur- 
faces and bringing together the ends of the sphincter muscle. 
Perfect apposition was obtained, and rigid asepsis observed in all 
the details of the technic. In spite of these precautions only 
partial success resulted, due to the fact that the patient’s bowels 
became unmanageable just at the beginning of the operation, and 
the denuded area was constantly and unavoidably bathed by a 
stream of feces. This unlookt for disaster was brought about 
by faulty preparation of the patient. A purgative had been ad- 
ministered the day before, and on the morning of the operation 
an enema was given, with the report that the bowels had been 
thoroly emptied. The continual discharges were a source of 
much annoyance, but having begun it was considered best to com- 
plete the operation. At the end of two weeks is was found that 
the external sutures did not hold, altho union of the upper part 
of the denuded tissue was secured. A second operation was at- 
tempted April 18, 1901. The same method of procedure was 
employed, but modified to suit the changed relations. The child 
was prepared under direct personal supervision, and no fecal con- 
tamination occurred. The parts healed promptly and the result 
was perfect. The author can find no parallel to this case in the 
literature of the subject. 


The latest uterine disease is a “lactation atrophy.’ Accord- 
ing to Thorn (Journal of American Medical Association, December 
21, 1901), the number of women unable to nurse their children is 
constantly increasing. Progressing civilization entails this ina- 
bility to nurse, as exemplified in the history of India, Greece and 
Rome. Mothers unable to nurse their offspring are less resistant 
and suffer from various general and local disturbances. The 
physiologic process—lactation atrophy of the uterus—is interfered 
with. Under normal conditions, the body of the uterus becomes 
atrophied during lactation, and normally, is accompanied by 
amenorrhea, altho ovulation continues. Complete regeneration 
follows after the weaning of the child, or at latest within six 
weeks. If the cervix or ovaries are involved in the atrophy or 
if it extend beyond, the amenorrheic nursing woman should be 
strengthened by abundant nourishment, and the nursing should be 
interrupted at intervals, to restore the atrophy to its physiologic 
limits. If this cannot be accomplisht, the child must be weaned. 
No woman, especially if amenorrheic, should nurse for more than 
a year, and eight months should be the average for moderately 
strong, amenorrheic women unless in special circumstances. No 
local treatment of the atrophy is necessary, not even for the fre- 
quently accompanying retrodisplacement. An acute intercurrent 
disease does not interfere with regeneration. If the atrophy 
persists for more than six weeks after weaning, local treatment 
should be instituted as a supplement to general tonic measures. 
During the period of atrophy the walls of the uterus are very soft 
and thin, and consequently no instruments should be inserted, or 
should be employed only with extreme caution. Women who 
menstruate more or less regularly during lactation do not present 
this atrophy of the uterus. The cavity of the uterus in the typi- 
cal amenorrheic cases becomes reduced to 4.5 cm. and the walls 
to a few millimeters thick, but the cervix and the ovaries retain 
their normal size. Frommel has reported that regeneration did 
not occur in any of the 28 cases he observed, but his material 
was all gynecologic. All of Thorn’s 25 patients returned to nor- 
mal conditions at the normal time. 


Of the diagnosis of extrauterine fetation Cascaden remarks 
(New York Medical Journal) that in whatever part of the genital 
tract the pregnancy finally occurs, it is now an establisht fact that 
it commences in the Fallopian tube. The slightest dilatation 
of the tube causes pelvic pain, and this he has noticed to be one 
of the earliest symptoms. Should the ovum slip up into the tubo- 
abdominal region (ventral pregnancy), or between the folds of the 
broad ligament, becoming a mesometric pregnancy, the pain ceas- 
es—for a time, at any rate—until the tumor, from repeated hem- 
orrhage into its sac, becomes so large that it causes pressure on 
the neighboring parts and pushes the uterus out of its normal po- 
sition. The pain Is always confined to one side, and is of a throb- 
bing character. Should the pregnancy take place immediately 


after a menstrual flow, the chances are that no other symptom 
except pelvic pain is complained of until the next flow is due. 
He has come to the conclusion that the onset of the menstrual 
flow marks the first symptom of decidual separation. Should 
the patient escape an abortion at this period, the odds are greatly 
in favoy of her going another calendar month vefore signs of 
decidual discharge make themselves evident. He thinks, then, 
that after pain, decidual discharge is the next symptom, and, 
should the pregnancy be high up, say tubo-abdominal, the rup- 
ture of the sac into the abdominal cavity takes place at the 
date at which the menstrual flow should appear. Many women 
for various reasons keep the dates of their “period,” and it is by 
referring to these that he has discovered the -coincidance that the 
abortion takes place at one of these times. On examination, a 
tumor on one side of the uterus, and, on bimanual palpation, a 
distinct pulsation, can be felt by the finger in the vagina. This 
pulsation conveys a well-markt bruit, aneurysmal in character. 
Whether or not any temporary cessation in child-bearing to the 
otherwise heaithy woman causes a change in the tube it is a 
notable fact that the majority of extra-uterine gestations occur iu 
women who have not borne children for several years. Given, 
then, the case of a patient who has misst a period, who has not 
had a child for several years, who complains of persistent pain 
in one side of the pelvis, one would natrally suspect the condi- 
tion of extra-uterine gestation. Should sudden collapse and se- 
vere spasmodic pain supervene, then the diagnosis is absolutely 
establisht. Hematosalpinx, salpingitis with some fluid in the 
tube, an inflamed dermoid cyst of the ovary, an ovarian tumor 
with a twisted pedicle, an hydatid degeneration of the villi and 
chorion, or even an appendicular inflammation, might be mistak- 
en for an extra-uterine gestation; but the author thinks that by 
paying attention to the symptoms described, a reasonable diagno- 
SIS may be made on the theory of exclusion. 


Appendicitis in the female is not generally presumed to differ 
in any way, save in frequency, from that disease in the male; 
but Dr. A. J. Downes has an article in American Medicine of De- 
cember 14, in which he claims that no surgeon is justified in 
diagnosing a case as appendicitis in the female, without a delib- 
erate and careful examination, including a bimanual vagino-ab- 
dominal one. Rigidity of the right rectus muscle alone, he claims, 
is of no importance as a diagnostic feature. He recommends that 
the incision for appendicitis in the female should be with few 
exceptions either in, or close to the right semilunar line to con- 
trol the pelvis and appendix. Gynecologists should in all cases, 
in which the abdomen is opened for pelvic disease, expose the 
appendix and remove it if it shows the slightest tendency of dis- 
ease. 


Wathen, of Louisville, does not believe it is possible for an 
ectopic pregnancy to develop primarily in the peritoneal cavity, 
for, he claims, the ovum cannot be lodged securely in any une 
place sufficiently long to form chorionic attachments, and the 
peritoneal secretions will very soon destroy its vitality. Ectopic 
pregnancy must be primarily tubal, tubo-ovarian, :r ovarian, but 
as it cannot develop to term in any of these structures, it rup- 
tures into the folds of the broad ligament or into the peritoneal 
cavity; and if the chorionic attachments are not then destroyed 
there is no reason why the pregnancy may not continue to term. 
He believes that most cases reported as intraperitoneal pregnancy 
are extraperitoneal, having developt in the folds of the broad 
ligament or having separated the peritoneum from its attach- 
ment either extending upward posteriorly or anteriorly between 
the peritoneum and the abdominal wall. 


LITERARY NOTES. 


There is at least one book of which Chicagoans may well be 
proud. It is entitled, “An American Text-Book of Pathology;” 
edited by Ludvig Hektoen, M. D., Professor of Pathology, Rush 
Medical College, Chicago; and David Riesman, M. D., Professor 
of Clinical Medicine, Philadelphia Polyclinic. One handsome 
imperial octavo of 1,245 pages, 443 illustrations, 66 of them in 
colors. Philadelphia and London: W. B. Saunders & Co., 1901. 
Cloth, $7.50; sheep or half morocco, $8.50 net. To-day most phy- 
cians (and practically all surgeons), admit that the most import- 
ant study of all in the great domain of Medicine is that of Pathol- 
ogy—indeed, without a thoro knowledge of it, no man can be a 
strictly modern practitioner. For upon a full understanding of 


: 
ix 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| et 
| 
| 
| at 
| 
= 


96 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


it must depend one’s ability as a diagnostician; and unless one 
be that the balance of his knowledge amounts to nothing. Anat- 
omy and pathology constitute the foundation upon which the 
superstructure of Medicine and Surgery is raised. Therefore the 
importance of this work. Of it it may be truly said: It is the 
most representative treatise on the subject that has appeared in 
English. It furnishes practitioners and students with a com- 
prehensive text-book on the essential principles and facts in Gen- 
eral Pathology and Pathologic Anatomy, with especial emphasis 
on the relations of the latter to practical medicine. Each section 

_is treated by a specialist who is thoroly familiar with his par- 
ticular subject, and can best frame the theories and conclusions 
in an authoritative form. The illustrations, which are nearly all 
original, and of which 66 are in colors, are unsurpasst in beauty 
by those in any similar work in the English language. In fact, 
the pictorial feature of the work forms a complete atlas of path- 
ologic anatomy and histology. Conscientiously, the editor ad- 
vises every reader of American Journal of Surgery and Gyne- 
cology to buy and study it. 


P. Blakiston’s Son & Co., (1012 Walnut street, Philadelphia,) 
have lately issued a second edition of “A Text-Book of Ophthal- 
emology,” by John W. Wright, A. M., M. D., Professor of Oph- 
tholmology in the Ohio Medical University, Columbus, O. Itisa 
handsome S8vo. volume of 378 pages, with 117 illustrations; and 
sells for $3. Prof. Wright prepared this volume especially for 
students who desire a good, practical treatise upon this import- 
ant topic; but practitioners of the entire country found the work 
so valuable that they soon exhausted the first edition—praise of 
more satisfactory kind than any words of critic or reviewer! In 
this second edition the author has added all the latest and most 
approved methods of treatment—with especial reference to puru- 
lent ophthalmias, granulated lids, ulcers of the cornea and iritis. 
The only chapter found not strictly up-to-date in the matter of 
treatment is that on glaucoma; the surgical aspects of which the 
author has—for some reason—practically omitted. There are a 
few other points at which the author may improve the work in 
future editions, but upon the whole, it may be said to be one of 
which the author may feel proud. 


An important bit of news is that an enterprising publisher is 
now issuing an American edition of Nothnagel’s Encyclopedia. 
The volume now presented is entitled: “Typhoid and Typhus Fe- 
vers. By Dr. H. Curschmann, of Leipsig. Edited, with addi- 
tions, by William Osler, M. D., Professor of the Principles and 
Practice of Medicine, Johns Hopkins University. Handsome oc- 
tavo of 646 pages, illustrateu, including a number of valuable 
temperature charts and two full-page colored plates. Philadel- 
phia and London: W. B. Saunders & Co., 1901. St. Louis:-L. S. 
Mathews & Co. Cloth, $5 net; sheep or half morocco, $6 net. 
The original German edition of this volume is universally recog- 
nized as the standaré authority on the subjects of which it treats. 
The American edition, however, even surpasses the German, for, 
besides containing all the material of the original, extensive addi- 
tions have been made to almost every chapter, thus incorporating 
into the work the very latest views on the subjects under discus- 
sion. The chapter on Bacteriology has been thoroly revised and 
much new material added, giving prominent consideration to the 
distribution of the typhoid bacilli, especially in the urine, the rose- 
spots, and the blood. To the chapter on Pathology many minor 
additions have been made, incorporating the important work of 
Mallory. The literature on the localized lesions due to the bacil- 
lus has been carefully reviewed and made to conform to the most 
recent advances in that part of the subject. Thayer’s exhaustive 
study of the state of the blood has been utilized, and the Surgical 
Aspects of Typhoid Fever has been full revised with the aid of 
Keen’s monograph. Much valuable material has been added to 
the chapter on Diagnosis of Bacteriologic Methods, particularly 
with reference to the recent work in blood cultures and on the 
detection of bacilli in the urine. The chapter on Perforation and 
Peritonitis has been practically rewritten, as has also the section 
on the Hepatic Complications of Typhoid. Thus it will be seen 
that the American edition of this valuable work, while still pos- 
sessing all the commendable qualities of the original German, is 
greatly enhanced in its field of usefulness by being brought strict- 
ly abreast of the latest literature on the subj-cts, and by repre- 
sentative specialists. 


J. B. Lippincott Co., of Philadelphia, have lately issued a book 
of interest to all general surgeons. It is called: “An Experimen- 
tal and Clinical Research into Certain Problems Relating to Sur- 
gical Operations,” and is from the pen of Geo. W. Crile, A. M., 
M. D., Ph. D., Cleveland, O., Professor of Clinical Surgery in 
Western Reserve University. It is the essay awarded the Al- 
varenga prize of the College of Physicians of Philadelphia for the 


year 1901. The four subjects, each of which is exhaustively 
treated, are: (1) The effect of severing the pneumogastric nerve; 
(2) The effect of intravenous infusion of saline solution; (8) On the 
action of cocaine and eucaine; and (4) On tne effect 0: «we tem- 
porary closure of the caroted arteries. In addition to the valua- 
ble data concerning the experimental work there are a number of 
instructive—and very unusual—case reports, which of themselves 
are worth far more than the price of the volume. 


“The Four Epochs of Woman’s Life.’”—A study in Hygiene. 
By Anna M. Galbraith, M. v., ..uthor of “Hygiene and Physical 
Culture for Women;” Fellow of the New York Academy of Medi- 
cine, ete. With an introductory note by John H. Musser, M. D., 
Professor of Clinical Medicine, University of Pennsylvania. 12mo. 
volume of 200 pages. Philadelphia and London: W. B. Saunders 
& Co., 1901. Cloth, $1.25 net. This is a book written by a 
woman for women—not especially for doctors. In it the author 
has stated, in a modest, pleasing, and conclusive manner, those 
truths of which every woman should have a thoro knowledge. 
Written as it is for the laity, the subject is discusst in clear, com- 
prehensible language, readily graspt even by those most unfamil. 
jar with medical subjects. A valuable and commendable feature 
of this hand volume of instructive information is a comprehensive 
glossary of those medical terms necessary to a thoro understand- 
ing of the subject under discussion. Without doubt, it is a book 
that should receive the thoughtful consideration of every woman, 
tho there are some things in it with which most doctors will not 
agree, 


“Practical First Principles.”’—Simplifying the study of nor- 
mal and abnormal structure and function, and aiding diagnosis. 
Designed for the use of students and practitioners of medicine. 
By A. H. P. Leuf, M. D., associate editor of The Medical Council, 
Philadelphia. Published by The Medical Council, Twelfth and 
Walnut streets. 8vo., 105 pages, nearly 50 illstrations, almost 
all new and original. Price $1 net. This work is original in con- 
ception, is true, and recognizes the detacht mode of instruction 
now and always in vogue in the teaching of medicine, on which 
account it has been offered to the profession to make up this de- 
ficiency by supplying the connecting links between the various 
departments. To the student beginning the stuay o. medicine, 
it gives a comprehensive resume of some of the most important 
principles which he has to continually apply, easing his under- 
standing and greatly simplifying his studies. It teaches under- 
lying principles and their general applications, so that a fact learn- 
ed of one tissue applies equally to all. Thus: inflammatory pro- 
cesses are divided into acute or chronic, and parenchymatous and 
interstitial; once the easily remembered facts of these inflamma- 
tory changes are understood of one tissue, they become applica- 
ble to all, so that if the histologic structure and the function of a 
part are known, its significance and symptomatology may be quite 
accurately inferred. Beginning with protoplasm and the cell, 
it proceeds in sequence to the consideration of tissues, organs, ap- 
paratuses, systems, the body as a whole, cell nutrition, cell physi- 
ology, cell patholog~, general principles, then illustrative applica- 
tion, nomenclature and an appendix dealing with an explanation 
of the microscope. There are few men who do not need this 
book and none who can regret having it, provided they are true 
students and conscientious practitioners. To all such it will 
prove, as it was intended to be, a source of pleasure and of profit. 


“Essentials of Physiology.” Prepared especially for Stu- 
dents of Medicine; and arranged with questions following each 
chapter. By Sidney P. Budgett, M. D., Professor of Physiology, 
Medical Department of Washington University, St. Louis. 16mo. 
volume of 233 pages, finely illustrated with many full-page half- 
tones. Philadelphia and London: W. B. Saunders & Co., 1901. 
Cloth, $1 net. Physicians of St. Louis have not yet become im- 
bued with the writing spirit to sufficient degree to prepare many 
text-books on medical subjects. This modest little volume prom- 
ises well for the future; for Dr. Budgett has prepared a very 
creditable little volume—well worthy accession to Saunders’ ex- 
cellent series of “Question Compends.” It aims to furnish material 
with which students may lay a brcad foundation for later ampli- 
fication, and to serve as an aid to an intelligent consultation of 
the more elaborate text-book. The subject of Physiology is cov- 
ered completely, and, the author of the work being a teacher of 
wide experience, the salient points are particularly emphasized. 
An important feature is the series of well-selected questions fol- 
lowing each chapter, summarizing what has previosly been 
read, and at the same time serving to fix the essential facts in . 
the mind. Nearly all the illustrations are full-page half-tones, 
and have been ‘selected with especial thought of the student’s 
needs. In every way the work is all that could be desired as a 
student’s aid. For sale by L. S. Mathews & Co., St. Louis, Mo. 
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